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ORIGINAL COMMUNICATIONS. 


TUBERCULAR INFECTION COMPLICATING PREGNANCY, PARTURITION, AND 
THE PUERPERAL STATE, WITH A CONSIDERATION OF ITS 
BEARING ON TREATMENT. 


BY EDWARD P. DAVIS, M.D., PHILADELPHIA, PA., 
Professor of Obstetrics, Jefferson Medical College, Philadelphia, etc. 


The facts that tubercular infection is 
common among child-bearing women and 
that it is for them a serious complication 
are familiar to the profession. While the 
opportunity may not often arise to demon- 
strate the presence of tubercle bacilli in the 
placenta, the possibility of their passage 
from mother to child cannot be denied. 

It is well established that the usual pro- 
tection against infection which the placenta 
affords may be overcome by various in- 
fective germs. That tubercular infection 
may be present in the genital organs of fe- 
male children is demonstrated by Graefe 
(Monatsschrift f. Geburtshilfe und Gyn- 
dkologie, Band 40 and 41, Heft 4, 1914). 
He reports 19 autopsies in which the path- 
ological findings were characteristic. From 
his experience he believes that of all female 
children dying with tuberculosis, 20 per 
cent have tubercular infection in the genital 
organs. That this may be present very 
early in life is shown by Brouardel’s case— 
a female infant of ten weeks — while 
Demme found tubercle bacilli in the 
vaginal discharge of an infant aged five 
months. Seventy-three per cent of Graefe’s 
cases were tubercular infection of the 
uterus and both tubes, and while tubercular 
metritis is not common it is occasionally 
present, and tubercular endometritis is often 
observed. 

In a recent interesting paper, well illus- 
trated, Schiffmann (Archiv f. Gyndkologie, 
Band 103, Heft 1, 1914) describes the case 


of an unmarried woman aged thirty-five, 
who had never menstruated. On thorough 
examination she was found to have osteo- 
malacia, and was medically treated for some 
time with temporary relief. As the pain in 
the skeleton became worse, and the power 
of motion was lost, castration was proposed. 
At operation the uterus, tubes, and ovaries 
were found bound down by adhesions, and 
tuberculous. The patient died of purulent 
peritonitis shortly after the operation, when 
a thorough examination of the body was 
made. It was found that the patient had 
suffered from tubercular infection of the 
uterus from childhood, which had caused 
complete atresia. So extensive was the 
tuberculous process and its results that a 
menstrual discharge had been impossible. 
Excellent illustrations give a clear idea of 
the extensive disease present in this case. 

From this and similar findings we must 
believe that many women have tubercular 
infection before puberty, and that the full 
performance of the reproductive function 
may be undertaken by organs already tu- 
berculous. 

The effect of pregnancy upon a tubercu- 
lous woman may be inferred by considering 
the changes which pregnancy brings about 
in the blood of any woman. 

The growth of the embryo and fetus ap- 
propriates a large part of the iron which 
the mother obtains from her food. So, too, 
calcium is demanded by fetal growth at the 
expense of the mother. An excess of fatty 
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bodies and lipoid substances in the blood 
of the mother during pregnancy indicates 
excessive attacks upon her powers of as- 
similation. Nothing certainly could be 
better adapted to lower the resistance of the 
pregnant woman against tubercular infec- 
tion than the progressive loss of iron and 
calcium from her blood. 

Pregnancy also taxes the balance of the 
mother’s economy in the secretion of the 
ductless glands. Six per cent of pregnant 
women have cardiac disturbance from hy- 
perthyroidism. The pulse tension of the 
pregnant woman sometimes shows disturb- 
ance of the suprarenal bodies, which also 
produces the excessive pigmentation occa- 
sionally seen in pregnancy. It is a signifi- 
cant fact, at present not explained, that the 
Abderhalden test for early pregnancy gives 
a positive reaction in non-pregnant patients 
who have tubercular infection of the genital 
organs. Evidently the disturbances in the 
blood caused by pregnancy are closely allied 
to those produced by tubercular infection. 
It seems reasonable to conclude that the 
addition of one of these must greatly in- 
crease the pathological condition 
either may produce. 

Tuberculosis of the mammary gland al- 
most invariably occurs in the female, and 
among the predisposing causes antecedent 
mastitis is present in 13.3 per cent (Deaver, 
American Journal of the Medical Sciences, 
February, 1914). 

In a case reported by the writer (Davis, 
Medical News, Philadelphia, June, 1897) a 
young nursing mother had a discharge of 
pus from the nipple which contained tu- 
bercle bacilli. In another case under the 
observation of the writer, a young girl dur- 
ing pregnancy developed mammary tuber- 
culosis, proven by the examination of the 
breast, which was amputated as soon as the 
patient recovered from her labor. 

That tubercular infection of the kidneys 
is not unusual in women, the studies of 
Jaschke (Monatsschrift f. Geburtshiilfe und 
Gyndkologie, Band 40, Heft 1, 1914) and 
others abundantly show. Kuster estimates 
that 10 per cent of all tuberculous patients 
have tubercular infection of the kidneys, 
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and in 20,770 autopsies in the pathological 
department of the General Hospital in 
Vienna, Kapsammer found tubercular in- 
fection of the kidneys alone in one per cent 
of the bodies examined. Tubercular infec- 
tion of the kidneys is less common among 
women than men, but operation is per- 
formed upon women twice as frequently for 
this cause as upon men. Among women 90 
per cent of tubercular infections in the kid- 
ney are limited to one kidney, and there 
seems to be no essential difference in the 
frequency between the right and left. Irri- 
tability of the bladder is the first reliable 
symptom, and often points to a tubercular 
cystitis, which may have existed for an un- 
known time. Modern operators agree that 
when tubercular infection of a kidney is 
proven, nephrectomy is the one reliable 
method of treatment. 

The mortality rate is reported by Kronig, 
Oppenheimer and Israel as exceeding 25 
per cent. 

It is often observed that a young and 
fairly vigorous woman who has survived a 
primary tubercular infection may appar- 
ently grow better in health during the preg- 
nancy which goes to full term. The ex- 
planation of this fact is found in the stim- 
ulation which pregnancy gives to the nutri- 
tion of a young and fairly sound woman. 
With reasonably good hygiene, and absence 
of depressing influences, such a patient may 
apparently be benefited by the occurrence 
of pregnancy; so the old advice, before our 
knowledge of tubercular infection was as 
accurate as it is now, that frail young 
women with a tendency to a winter cough 
and lack of flesh should marry, and that 
child-bearing might greatly improve them. 

Unfortunately, a further observation of 
these cases often shows that pregnancy is 
followed by failure in general health and 
by renewed tubercular infection. The facts 
already stated show that many women have 
about them some tubercular focus whose 
existence may be unsuspected, and which 
would be roused to activity by any great 
disturbance of the general metabolism, such 
as the resistance to an infection. 

Among the notable exceptions to this 
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clinical rule is the case of Delassus (La 
Bull. de la Soc. d Obst. et de Gyn. de Paris, 
Nov. 8, 1912, page 898). The woman was 
aged twenty-nine, married for five years, 
without pregnancy. She had a typical tu- 
bercular peritonitis. Abdominal section 
was performed; the characteristic lesions 
were evident, and there was considerable 
infiltration of the omentum. The first oper- 
ation did some good, and a second abdom- 
inal section was performed to remedy an 
abdominal hernia, when it was observed that 
the condition in the peritoneum had greatly 
improved. Eighteen months later the 
woman was spontaneously delivered of a 
well-formed child, weighing 8 pounds. 

Surgeons are familiar with the fact that 
tubercular peritonitis sometimes proceeds to 
recovery if the abdomen be opened and 
iodoform be applied to the tuberculous per- 
itoneum. In some cases the opening of the 
abdomen and the discharge of retained fluid 
is followed by recovery. 

Oppenheimer (Monatsschrift f. Geburt- 
shiilfe und Gyndkologie, Band 40, Heft 1, 
1914) calls attention to the fact that women 
who have been operated upon by nephrec- 
tomy for tubercular infection of the kidney, 
and who afterward become pregnant, may 
die from renewed infection in the urinary 
bladder—a tubercular cystitis extending 
rapidly to adjacent organs. 

Esch was more fortunate, and saw a pa- 
tient upon whom he had done nephrectomy 
and who had a tubercular cystitis pass 
through pregnancy and labor. The fact 
that a woman has had one kidney removed 
for tubercular infection does not make it 
impossible for her to bear a living child, for 
in the Maternity Department of the Jeffer- 
son Hospital the writer recently had under 
his care a woman whose kidney had been 
removed for tubercular infection by Deaver 
at the German Hospital, Philadelphia. Not 
only was this patient at full-term pregnancy, 
but she had eclampsia, survived this, and a 
month after the delivery of the child was 
apparently in good condition. We have not 
been able to trace her further history. 

Possibly the most striking ill effect upon 
women who have become pregnant is seen 


155 


in cases in which, following pregnancy or 
accompanying it, tubercular infection of the 
larynx develops. Raspini (La Ginecologia, 
x, 9, page 249) in his clinic at Florence has 
repeatedly observed the fatal result of preg- 
nancy occurring in women who had tuber- 
cular infection of the larynx. In the first 
half of pregnancy he urges therapeutic 
abortion, and after this induced labor, with 
tracheotomy as a resort should suffocation 
threaten. The child is so badly nourished 
in these cases that he would give for its de- 
velopment a most guarded prognosis. 

The fact that infective bacteria can in 
some cases pass through the placenta and 
infect the fetus, and that the children of 
tubercular mothers are deficient in nutri- 
tion and power of resistance, renders the 
prognosis for the child born of a tubercu- 
lous mother exceedingly doubtful. The re- 
sult of a preéxisting tubercular infection 
upon fetal nutrition is strikingly exemplified 
in the case of a multiparous woman who 
had previously been under observation in 
the Department for Tubercular Disease in 
the Jefferson Hospital. Her pulmonary 
lesions had been for some time quiescent. 
According to obtainable information, she 
was spontaneously delivered in the Ma- 
ternity Department at nine months’ gesta- 
tion, but her fetus weighed less than 3 
pounds, and was miserably nourished. The 
placenta was small, thin, and full of small 
albuminoid infarcts. Ten days after deliv- 
ery the mother showed signs of renewed 
tubercular infection. 

Two practical questions arise concerning 
the treatment of these cases: What is the 
duty of the physician when a woman who 
has had a tubercular infection which is 
quiescent becomes pregnant? Shall the 
pregnancy be allowed to continue, or must 
it be interrupted? 

Here, in giving a decision, the age of the 
patient, her general state of nutrition, her 
surroundings, and what she can do to guard 
her health, and what may be the possible 
value of the infant life, must all be consid- 
ered. The fact cannot be ignored that such 
a woman becomes pregnant at a much 
greater risk than one who has never had 
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tubercular infection, and this the patient 
must know. If the physician is consulted 
concerning the propriety of marriage, he 
must state the risk to the woman who con- 
templates marriage. 

Where the woman is between seventeen 
and twenty-five years of age, aside from 
the preéxisting tubercular infection sound, 
in comfortable circumstances, intelligent, 
and with sufficient self-control to care for 
her health, she may go on through the preg- 
nancy, under accurate observation, at her 
own risk. A depressing verdict should not 
be given, but the fact should be made very 
plain to the patient that more than ordinary 
care will be necessary during the pregnancy. 
Such care should be addressed to the prob- 
lem of nutrition and to an open-air life, 
without undue exertion and without strain. 
The patient should have a thorough physical 
examination at frequent intervals. At labor 
the use of an anesthetic should be avoided, 
if possible, and hemorrhage and infection 
should be guarded against, as both lower 
resistance and increase the possibility of re- 
newed tubercular infection. When circum- 
stances are favorable for lactation, if the 
breast milk contains tubercle bacilli, the 
child should not nurse. Under exceptional 
circumstances nursing may be permitted. 

If during pregnancy signs of renewed tu- 
bercular infection appear, pregnancy must 
end immediately. 

When a patient who is in active tubercu- 
losis becomes pregnant, or who is just hold- 
ing her own against a circumscribed infec- 
tion, the majority of opinion is distinctly in 
favor of immediately terminating the preg- 
nancy. Recently obstetricians have been 
aroused to the fact that their duty does not 
end with the termination of pregnancy in 
these cases. The best results are obtained 
by the termination of pregnancy, and sterili- 
zation, by such a method as to remove a 
considerable portion of the genital organs. 
This should be done at one sitting, without 
inhalation anesthesia if possible, and under 
the best aseptic surroundings. 

Anderers (Monatsschrift f. Geburtshiilfe 
und Gyndkologie, Band 40, Heft 4, 1914) 
gives the results of his operations in the 


clinic in Zurich. Where there was no active 
pulmonary tuberculosis he employed chloro- 
form and oxygen, or chloroform, oxygen, 
and ether. Where pulmonary tuberculosis 
was plainly present he used lumbar anes- 
thesia with pantopon and tropakokain. He 
employed the transverse incision of Pfan- 
nenstiel, incised the uterus transversely at 
the fundus, drew aside the uterine walls, 
and removed the ovum with the gloved 
finger. He then curetted the wall of the 
uterine body and closed the uterus. The 
Fallopian tubes were excised where they 
enter the uterine wall. His 15 cases did 
uniformly well. 

Stutz (Zeitschrift f. Geburtshilfe und 
Gynakologie, Band 73, Heft 2, 1913) oper- 
ated upon 15 tuberculous pregnant patients 
—14 through the vagina. 

Schmidt (Zeitschrift f. Geburtshilfe und 
Gyndkologie, Band 73, Heft 2, 1913) oper- 
ated upon 37 cases of peritoneal and genital 
tuberculosis not complicated by pregnancy, 
and a comparison of his results with those 
obtained in pregnant patients shows that 
operation does more good during pregnancy 
than in women who are not pregnant. 

Werner (Zentralblatt f. Gynakologie, No. 
43, 1913) operated upon 60 patients be- 
tween six weeks and five months pregnant 
by performing vaginal section, loosening the 
ovum with the finger, and then removing it. 
The edges of the uterine wound were then 
closed and the peritoneal cavity opened. 
The Fallopian tubes were then drawn down, 
and if possible the whole tube was removed. 
If not, a piece was taken from the uterine 
extremity of the tube. The incisions were 
then closed by suture and a small drain left 
in the prevesical space. Fifty-two of these 
patients recovered without complication, 
after operation. One died an hour and a 
half after operation from profuse hemor- 
rhage from small vessels in the region of 
the bladder. The patient was three months 
advanced in pregnancy and had well-de- 
veloped tuberculosis. There was sufficient 
uterine hemorrhage to require the use of a 
tampon in ten cases. On the average the 
patients were convalescent in eight or nine 
days. Twenty-four patients reported a year 
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afterward, of whom twenty were in good 
general health and able to work, and had 
gained in weight; four had advanced tuber- 
culosis; one died four months after the 
operation from pulmonary tuberculosis. 

The most accurate and complete method 
of operation is that of Sellheim (Monats- 
schrift f. Geburtshilfe und Gynékologie, 
Band 38, Heft 2, 1913). He opens the ab- 
domen, excises, and removes the Fallopian 
tubes ; opens the uterus at the fundus trans- 
versely, separates its walls with tenaculum 
forceps, and removes the ovum with the 
gloved finger. The cervix is then dilated 
by passing a solid bougie, and a strand of 
gauze is passed through the uterus into the 
vagina. The uterine cavity is tamponed 
with gauze and the uterus is closed. 

In tem patients operated upon by this 
method, between the first and fifth months 
of pregnancy, prompt recovery followed 
without complication. 

The writer would call attention to the 
value of Sellheim’s method in its accuracy 
and thoroughness by the complete removal 
of the Fallopian tubes. Experience has 
abundantly shown that sterilization cannot 
be effected by ligating the tubes only. The 
removal of the entire tube is not difficult, 
and if the broad ligaments be closed over, 
the pelvic viscera are left in better condi- 
tion than before the operation. The total 
extirpation of the pregnant uterus through 
the vagina has been advised by some to 
terminate pregnancy in cases complicated 
by tubercular infection, but the operation 
is more formidable, and sometimes attended 
by more hemorrhage, than the method em- 
ployed by Sellheim. The induction of labor 
by the use of bougies, bags, or gauze may 
be feasible in many cases, but it does not 
sterilize the patient, and in many it is too 
prolonged and occasions more disturbance 
than the abdominal operation, especially 
if the latter be performed with lumbar an- 
esthesia. 

Medical treatment offers nothing reliable 
in the management of tubercular infection 
complicating pregnancy. Hygiene and those 
substances which reénforce the blood are 
indicated. Recent studies in the toxemias 
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of pregnancy indicate that injections of 
horse serum, or possibly serum from the 
normal human being, in doses of 20 Cc. 
given intravenously, may reénforce the re- 
sisting power of the blood and help to keep 
in abeyance the latent tubercular infection. 
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THE RELATIONSHIP OF TUBERCULOSIS AND PREGNANCY.! 


BY ELMER H. FUNK, M.D., 


Demonstrator of Medicine, Jefferson Medical College; Medical Director and Physician in Charge of the Depart- 
ment for Diseases of the Chest of Jefferson Medical College Hospital, Philadelphia, Pa. 


The frequency of deaths from tubercu- 
losis in women of the child-bearing age is 
so great as to warrant earnest attention. 
Hoffman’s’ statistical study of the tubercu- 
losis death-rate revealed that the greatest 
mortality period in women was between 
fifteen and forty-four years, when the pro- 
portion reached 195.6 per 100,000 of popu- 
lation, whereas in men the greatest mortal- 
ity existed between forty-five and sixty-four 
years, when the proportion reached 254.9 
per 100,000 of population (U. S. registra- 
tion area). Bacon* estimates that in the 
United States between 44,000 and 48,000 
women of the child-bearing age die of tu- 
berculosis every year, and that gravide and 
puerpere furnish one-fourth of all the 
deaths from tuberculosis in women of this 
period of life. The question of the relation 
of tuberculosis and pregnancy has been 
variously discussed by different writers, 
and the occurrence under our observation 
of a number of cases which dated their 
onset to a recent pregnancy, led us to a 
study of a series of 100 consecutive cases 
of pulmonary tuberculosis in married 
women. 

In the light of our present knowledge it is 
doubtful whether the occurrence of tuber- 
culous manifestations during or shortly fol- 
lowing pregnancy can be attributed to a 
recent infection. We believe that in the 
vast majority of all cases of tuberculosis 
the infection occurs early in life, and that 
its manifestation in adult life, oftentimes 
many years afterward, is a result of some 
factor or factors which reduce the general 
or local resistance. According to post- 
mortem evidence and the tuberculin test, it 
has been shown that practically all those 
who have reached fourteen years of age 
have been infected. The occurrence of tu- 
berculous manifestations in later years re- 
sults from a local or general lowering of the 





1From the Department of Medicine of the Jefferson 
Medical College. Read before the Philadelphia Medical 
Examiners’ Association meeting of December 1, 1914. 
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tissue resistance. In view of the great fre- 
quency of early tuberculous infection, and 
the vast number of subsequent pregnancies, 
it would seem unwarranted to assume that 
pregnancy alone is the factor which “lights 
up” the old latent infection; on the other 
hand, it is warranted to believe that a semi- 
quiescent or slightly active lesion in one of 
lowered resistance, in which the warfare 
between the body forces and the infection 
is being carried on in the balance, might be 
definitely and unfavorably influenced by the 
increased demands made upon the body by 
pregnancy and labor. The cases here pre- 
sented are cases in which the lesions in the 
lung were moderately or far advanced, and 
the diagnosis clearly manifest upon clinical 
and laboratory evidence. 


THE INFLUENCE OF PREGNANCY UPON 
TUBERCULOSIS. 


Analyzing our 100 cases we find that 10 
patients were never pregnant; 90 patients 
were pregnant from one to twelve times, 
with an average of 4.7 pregnancies per pa- 
tient. The average age of thé patients in 
this group was 35.7 years, and the average 
of marriage was 20.3 years. Among those 
who had been pregnant, the onset of active 
tuberculous manifestations appeared dur- 
ing or immediately following gestation in 
43 instances (Group A); prior to gesta- 
tion and made worse by it in 2 instances 
(Group B) ; and irrespective of gestation in 
45 instances (Group C). In Group A the 
pregnancy given was the first in 13, the 
second in 5, the third in 7, the fourth in 6, 
the fifth in 6, the sixth in 3, and the seventh 
and ninth in one each. The pregnancy so 
given was the last pregnancy in 35 in- 
stances, and the next to last in six instances. 
In Group C the condition of health during 
the various pregnancies was stated as good 
by the patient. The onset of active tuber- 
culous manifestations most frequently ap- 
peared long after last child; in a few in- 
stances pregnancies occurred after onset 
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without apparently influencing the disease. 
With regard to Group A, it is entirely prob- 
able that many of the patients included were 
actively tuberculous before conception, and 
that the occurrence of pregnancy intensified 
the process to such an extent as to call at- 
tention to the disease which had hitherto 
been unrecognized—in other words, many 
of them, if the truth were known, would 
fall in Group B. It has been our experi- 
ence among the poor and_ hard-working 
classes, from which these patients were se- 
lected, that incipient manifestations of the 
disease pass frequently unnoticed by the 
patient ; indeed, illness does not approach 
the point of necessity to consult a physician 
until there are marked symptoms or physi- 
cal disability, and when these occur in pul- 
monary tuberculosis the disease is, as a rule, 
advanced. The date of onset as given by 
the patient is usually that of active tuber- 
culous manifestations beyond the early 
stage. 

Various observers have noted the large 
proportion of cases dating lung trouble to 
a pregnancy; thus Jacob and Pannwitz* 
found 25 per cent, Fishberg* 37.4 per cent, 
Maragliano® 59 per cent, and Trembley® 
63 per cent of the cases under their observa- 
tion. A distinct aggravation of the disease 
was noted during pregnancy in 64 per cent 
of cases studied by Diebel,’ 66 per cent by 
Kaminer,® 50 per cent by Merletti,® and 70 
per cent by Von Rosthorn.’° 

The course of the disease is usually pro- 
gressive following parturition, and Bacon? 
states that “one-third of the pregnant tuber- 
culous women die within a year of their 
labor.” There are a few observers who 
have had a different experience: thus Rab- 
now and Reicher’! report that seven of ten 
working women under treatment for active 
tuberculosis passed through pregnancy with- 
out signs of aggravation of the disease; 
Cohn” reports 53 of 58 cases apparently 
uninfluenced by gestation; and Kohne™ 
thought the lung condition improved in 16 
of 22 cases. These observers, however, are 
in the minority, and the majority of author- 
ities are of the opinion that although a few 
cases of pregnancy and labor may seem to 
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be without influence on the disease, never- 
theless in the vast majority of instances the 
effect is distinctly unfavorable. A few iso- 
lated cases may seem to improve or be un- 
influenced by pregnancy, only to rapidly 
decline during the periods of gravest dan- 
ger, namely, labor and the lying-in period. 
It is important, therefore, in considering the 
influence of pregnancy, to include not only 
the period of gestation, but also the inev- 
itable termination, parturition, puerperium, 
and lactation. The physical exertion, loss 
of blood, exhaustion of labor, and the oc- 
currence of lactation, not to mention the 
demands made in abnormal cases, call upon 
the reserve of the patient, who in the pres- 
ence of tuberculous infection is little able 
to respond without adversely affecting the 
pathologic process. Another danger to be 
reckoned with is that of autoinfection by 
aspiration of infected material from an old 
focus in the lung into healthy portions as a 
result of the violent respiratory movements 
during labor. Hanau* pointed out this fact 
in 1887 in autopsies on tuberculous women 
who died soon after labor. He demon- 
strated, in addition to the old pulmonary 
lesions, new depositions of tubercles which 
apparently could be explained only on this 
basis. The effects of parturition, therefore, 
are to be reckoned with in many instances 
more seriously than the effects of preg- 
nancy. The latter assumes greatest import- 
ance when associated with nausea and vom- 
iting, toxemia, or any abnormality. In view 
of these facts we believe that pregnancy has 
a distinctly baneful influence. The views of 
the profession in the past, as expressed by 
Dr. Edward Warren* in his prize essay 
of 1857, are no longer tenable. Dr. Warren 
wrote in part that “pregnancy, coition, etc., 
are particularly desired by women affected 
with phthisis, which constitutes a pointing 
of nature towards a remedy for the evils 
by which the system has been invaded.” 


INFLUENCE OF TUBERCULOSIS UPON 
PREGNANCY. 


A history of sterility is uncommon in 


patients with pulmonary tuberculosis; in- 
deed, it is a well-known fact that concep- 
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tion occurs every now and then in patients 
with advanced disease. Marked anemia and 
marked general debility of an advancing 
lesion militate against conception, but in 
early cases its occurrence is rarely re- 
stricted. Among our 100 cases, ten had 
never been pregnant. Of this number one 
patient had been married only four months 
and the effort was made to prevent concep- 
tion, and one patient was operated upon 
four years prior to marriage for tubo-ovar- 
ian abscess. The husbands of the remain- 
ing eight are said to be in good health, and 
unfortunately we have been unable to ex- 
amine them with regard to their lung con- 
dition or their part in the childless mar- 
riages. The average duration of married 
life in this group of non-pregnant females 
was 10.6 years. It is interesting to note that 
in one of them, aged thirty-nine, and mar- 
ried at twenty-eight, the onset of the disease 
(pain in chest, cough, expectoration, hoarse- 
ness, and weakness) is dated from an oper- 
ation performed under ether anesthesia one 
year ago for the correction of the existing 
sterility. 

Among the remaining 90 cases the aver- 
age number of pregnancies was 4.7 per pa- 
tient. Miscarriages occurred in 17 patients 
(18.8 per cent) from one to four times, or 
computed upon the total number of con- 
ceptions, in 7.4 per cent of the pregnancies. 
In three of the 17 patients the onset of the 
tuberculous manifestations was directly re- 
ferred to a spontaneous abortion (ten 
weeks, one and a half years, and six years 
ago). In one instance pregnancy terminated 
prematurely three times in succession, tu- 
berculous manifestations occurring for the 
first time during first pregnancy, and be- 
coming aggravated during and following 
each gestation. Among the remaining 13 
the miscarriages antedate the onset of tu- 
berculosis. May some of these miscar- 
riages, otherwise unaccountable, result from 
the toxemia of an early tuberculous lesion? 
Excessive coughing, progressing anemia, 
and high fever are potent factors in causing 
abortion in certain cases. 
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THE EFFECT UPON THE OFFSPRING. 


Congenital tuberculosis is exceptional, 
and while various observers have reported 
instances of apparently distinct transpla- 
cental infection, we must regard intrauter- 
ine infection as uncommon. Unless the dis- 
ease in the mother is advanced the children 
are frequently quite healthy at birth. The 
post-natal influence of tuberculosis in the 
mother is probably of greater moment to 
the child, because it so intimately concerns 
the two essentials of its welfare: (1) proper 
nutrition, and (2) wholesome environment. 
The first of these brings up the question of 
our attitude regarding nursing the child. 
Nursing in a tuberculous woman is a men- 
ace both to the woman and to the child. 
Lactation must be considered a demand 
upon the mother’s nutritive reserve which 
is sO necessary in the active combating of 
the disease. The abstraction of lime salts, 
so valuable in the pathological process, oc- 
curs both during pregnancy and lactation 
(Lobstine**). Nursing should be prohib- 
ited, and if possible a healthy wet-nurse 
substituted or artificial feeding instituted. 
With regard to the child it may seem unde- 
sirable to pursue this course in view of the 
fact that the milk of tuberculous women 
rarely contains tubercle bacilli. However, 
there is a distinct danger of infection from 
other sources in the mother, a danger which 
is greater than one would suppose upon 
first thought. The soiling of the mother’s 
hands with infective material from the 
mouth, the soiling of the breast in hand- 
ling, etc., open many avenues for infection 
of the child; in fact the way to reduce this 
danger to a minimum—the ideal way— 
would be to separate mother and child from 
ordinary contact. This may seem an ex- 
aggerated refinement, but it should be re- 
called that many have had the experience 
of Armand-Delille,!® who found in investi- 
gating the fate of the children of tubercu- 
lous families that among 787 children in 
175 families, the 323 placed in the country 
by the Child Preservation Society are all 
well; of the 396 not helped by the society, 
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238 developed tuberculosis (over 60 per 
cent). 

Langstein’® at the recent session of the 
German Central Committee for the Cam- 
paign against Tuberculosis delivered an ad- 
dress on prophylaxis against tuberculosis 
in children, and stated that children in the 
first and second year of life are from eight 
to nine times more liable to tuberculosis 
than adults. He quoted the statistics of 
Pollack, who found in Vienna that among 
285 children from families containing pa- 
tients with open tuberculosis, there were 
275- children with a positive tuberculous 
reaction. In this group of children it was 
found that clinical tuberculosis existed most 
frequently when exposure existed since 
birth; thus among the 57 who were first 
brought into contact in the third year of 
life seven only showed clinical tuberculosis ; 
among the 61 who were exposed in the sec- 
ond and third year, 45 showed clinical tu- 
berculosis, with seven deaths; and among 
the 207 who had been exposed to infection 
since birth, 200 showed clinical tuberculosis 
with 21 deaths. The elimination of contact 
infection in the early years of life is one of 
the important problems of the antitubercu- 
losis crusade. 


CONCLUSION. 


It is our belief that the tuberculous 
woman should be advised against marriage 
and conception, and that pregnancy occur- 
ring in one with an active lesion should be 
promptly terminated. The methods of ac- 
complishing the latter call upon the judg- 
ment of the experienced obstetrician. Dr. 
E. P. Davis discusses this phase of the sub- 
ject in the current issue of the THERAPEU- 
TIC GAZETTE. 

The question arises, Should one with tu- 
berculosis ever marry or conceive? Even 
in the presence of an apparent cure the oc- 
currence of pregnancy entails a risk, and as 
such in the majority of instances should not 
be taken. In the individual case the pres- 
ence of a good family and personal history, 
an early lesion (lesion limited to slight in- 
filtration of apex of one or both lungs, with 
slight or no constitutional disturbances, 
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with slight or no elevation of temperature 
or acceleration of pulse at any time during 
twenty-four hours, with no tuberculous 
complication), and ample willingness and 
means to undergo treatment, make it rea- 
sonable to expect a cure. A patient may 
be considered apparently cured (Nat. Assoc. 
Classific.) in whom for a period of two 
years, under ordinary conditions of life, all 
constitutional symptoms and expectoration 
with bacilli are absent. Even in such cases 
pregnancy must be considered a risk and 
should not be lightly undertaken unless 
competent medical supervision is obtainable 
during the entire gestation, and ample 
means afforded for the maintenance of a 
most favorable hygienic régime. 
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THE STATUS OF THE GENERAL PRACTITIONER IN THE PREVENTION AND 


CORRECTION OF DEFORMITIES.! 


BY H. AUGUSTUS WILSON, A.M., M.D., 
Professor of Orthopedic Surgery in Jefferson Medical College of Philadelphia. 


Your committee has deemed it desirable 
to consider the status of the general practi- 
tioner in the prevention and correction of de- 
formity, to the end that a better coOperation 
of physician and patient may help to pre- 
vent the disasters that too frequently result 
from careless diagnosis and misdirected 
efforts. 

The orthopedic surgeon, being often the 
court of last resort in cases of progressive 
bodily deformity, is in a position to review 
all of the past history of the patient. The 
information is usually obtained from the 
patient, or parents, and is frequently lack- 
ing in scientific accuracy, although truthful 
as to the main facts. 

One constantly hears that the family phy- 
sician has given assurance that the child 
would outgrow its bow-legs; that the early 
pain of tuberculous bone disease was grow- 
ing pains; that non-tuberculous processes 
were rheumatism; that normal feet of chil- 
dren required arch supporters, ankle stiffen- 
ers, and other crippling appliances; that 
functional scoliosis was a matter of no im- 
portance; and that the brace-maker was a 
suitable person to prescribe braces. These 
and many other statements that later prove 
to be groundless certainly show carelessness 
on the part of the family physician, es- 
pecially if he practices in the city. 

The general practitioner in the country 
differs widely from the general practitioner 
in the city. The former is compelled, and 
the latter elects, to prescribe for all condi- 
tions. The country physician, whose field 
of work is away from his colleagues and 
who does not have the facilities for con- 
sultation, becomes self-reliant. His work 
covers surgery, internal medicine, and all of 
the specialties. He cannot always avail him- 
self of the greatest advantages to be ob- 
tained from the modern laboratories and re- 
search work, but must himself conduct these 





1Read before the Philadelphia County Medical Society, 
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investigations or rely upon his clinical ex- 
perience in diagnosis and treatment. His 
miles over rugged roads exhausts him phy- 
sically and thus prevents extensive study ; 
but with untiring energy he devotes all that 
is best in him to getting the patient back to 
active life. His mud-bespattered horse is 
often his sole companion and confidant, and 
together they proceed on their mission; fre- 
quently too little rewarded. He cannot have 
the trained nurse and modern sick-room fa- 
cilities, but must rely upon the unskilled 
relative to do the nursing. He safeguards 
the patient by carrying his own medicine 
case. 

The country doctor attends the meetings 
of his county society and, when possible, of 
the State society as one would a Chautau- 
qua. He returns with fresh interest in his 
medical problems and with a broader con- 
ception of his limitations and a determina- 
tion to do better work. I have the most 
profound respect for the country doctor. I 
believe in his sincerity of purpose. I be- 
lieve in his integrity. I marvel at his ability 
to cope with the many varied types of dis- 
ease with which he is brought in contact. 
All hail to the high-grade country doctor, 
who does not only the best he can but the 
best any one could in similar circumstances ! 

The amount of ability that a patient is 
entitled to expect in a country practitioner 
is shown by the following medicolegal opin- 
ion: A Massachusetts judge instructed a 
jury that a man undertaking to practice as 
a physician and surgeon in a town of com- 
paratively small population was bound to 
possess that skill only which physicians and 
surgeons of ordinary ability and skill, prac- 
ticing in similar localities, with opportuni- 
ties for no larger experience, ordinarily 
possess; and he was not bound to possess 
that higher degree of art and skill possessed 
by eminent surgeons practicing in large 
cities, and making a specialty of the prac- 
tice of surgery. He was not responsible 
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for want of success, unless it was proved 
to result from want of ordinary care and 
attention. 

In city life there appear to be three prin- 
cipal types of general practitioner: (1) the 
self-contained physician who elects to be 
the medical autocrat; (2) the distributer to 
specialists ; (3) the codperator. 

The self-contained autocrat attempts to 
emulate the country doctor without the ne- 
cessity of so doing. While surrounded by 
medical colleges, hospitals, and laboratories, 
he declines to avail himself of them. Chil- 
dren sent home from the public schools 
under the direction of the medical inspector 
are told by the self-contained autocrat that 
these new-fangled fancies of the public 
schools are unnecessarily alarming the par- 
ents. Dr. Walter S. Cornell’s classic treat- 
ise on “Health and Medical Inspection of 
Schoolchildren” states that his experience 
has induced him to emphasize the proprie- 
tary rights over children that are claimed by 
the average family physician, even though 
he has not bothered to look at them for per- 
iods of three or four years. The resentment 
of the activity of the medical inspector by 
the family physician is based upon miscon- 
ception of the motives governing the action. 
The timely hint of impending danger is ig- 
nored because he cannot, or will not, see 
that which would be apparent, if he could 
properly grasp the seriousness of the situa- 
tion and the good intentions of the medical 
inspector. His usual method is to make a 
casual examination, with the patient fully 
clothed, and then say that he sees nothing 
wrong. It does not seem possible for a self- 
contained autocrat to have years enough or 
mentality enough to grasp all, or even the 
essence of, the vast literature upon all the 
phases of the disease that may result in de- 
formities ; nor is it possible for him to ob- 
tain the extensive clinical familiarity with 
deformities that would make him actively 
alive to the necessity for accurate early 
diagnosis and correct therapeutics. The in- 
creasing specialization has become a neces- 
sity, because of the disasters often caused 
by the self-contained autocrat. 

The distributing general practitioner is 
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usually a skilful diagnostician with insuffi- 
cient confidence in his own knowledge of 
therapeutic measures. He is decidedly 
skeptical, and always fearful of results. He 
is vacillating and uncertain as to the proper 
measures to be employed or the method of 
applying them. He selects a specialist, to 
whom the patient is sent with instructions 
to remain under his care for the specific 
lesion. It is difficult to determine the di- 
vided condition of the patient affected with 
three or more so-called special diseases, 
with as many specialists, each considering 
himself the sole arbiter of the patient’s 
fate, as is seen by the following case: 

A young girl aged sixteen, within a 
period of four months, was elaborately 
studied by ten different specialists, each fa- 
mous for his diagnostic acumen in his spe- . 
cial line of work, and each sincere in the 
written opinion submitted. As a part of 
her case record there were reports cover- 
ing urinary analysis, test meal, radiography, 
blood count, blood-pressure, etc. The ab- 
dominal surgeon said that she had gastrop- 
tosis, for which a suspension operation was 
demanded. The gynecologist found a de- 
flected uterus, which would require a sus- 
pension operation. The stomach specialist 
found a dilated stomach that would require 
several months of lavage, gavage, and other 
forms of irrigation and irritation. The in- 
ternist also found a dilated and dependent 
stomach ; but he said that he had seen many 
more failures than successes following op- 
eration for ptosis, and urged rest in bed 
for three months. The orthopedic surgeon 
reported an altered position of the abdom- 
inal organs, which he believed to be caused 
by a faulty position of the spine, to correct 
which the patient would need corsets and 
corrective manipulations, with carefully ap- 
plied physical culture. The general surgeon 
found Lane’s kink, or Price’s elbow, and 
urged an intestinal anastomosis. Another 
surgeon found a tender and suspicious ap- 
pendix that required appendectomy. The 
ophthalmologist traced all the patient’s ills 
to crossed astigmatism; the neurologist, to 
a disturbance of the sympathetic nervous 
system, and urged abdominal massage. The 








164 


laryngologist found infection from the en- 
larged tonsils and advocated tonsillotomy. 
The family physician, with all the elabor- 
ately .prepared reports from the ten “wise 
men from the East,” proceeded to prepare 
an abstract for presentation to the family, 
to facilitate a decision as to the adoption of 
therapeutic measures. It was apparent to 
the family physician that the ten specialists 
were probably correct in their diagnostic 
findings, although biased and at variance 
in their therapeutic suggestions. 

The cooperating general practitioner is 
the highest type of all, for he combines the 
best and avoids the worst features of the 
others. He critically analyzes the history of 
the patient and the clinical phenomena, and 
seeks laboratory assistance to determine the 
underlying cause. He early seeks consulta- 
tion and codperation with some one who 
has had more extensive experience in the 
special field involved, and they together 
guide the patient through to the end. Dur- 
ing the frequent long continuance of ortho- 
pedic conditions, acute manifestations of 
coincident affections present themselves, 
and these are met by the general practi- 
tioner. It has always been my experience 
that the best ultimate results have been 
obtained when I remained in codperation 
with the general practitioner. The broad- 
minded family physician and the specialist, 
whose range is often rather circumscribed, 
may at times be in conflict as to the relative 
importance of symptoms and conditions; 
but his sound judgment, his discernment, 
and his more intimate knowledge of the en- 
vironment make the family physician the 
dominant factor. 

In the great majority of the conditions 
that ultimately become orthopedic problems, 
the onset and the early progress are so in- 
conspicuous as to defy accurate diagnosis 
in the beginning. During the interval be- 
fore a decision is reached the patient should 
be guarded, to prevent injurious tendencies. 
Much of the compensation for the time, 
thought, and skill devoted to the solution 
of a difficult problem in medicine is to be 
found in the consciousness of having ac- 
complished such a result and in the ultimate 
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good to the patient. On the other hand, it 
is difficult to conceive of the anguish and 
self-reproach of a physician who has care- 
lessly overlooked plain indications of im- 
pending calamity, or whose ignorance has 
induced a total disregard of the conditions 
present, or of the moral degradation of one 
whose self-contained autocracy has failed 
to take cognizance of plainly marked dan- 
ger symptoms until too late. 

Just how far the responsibility of a phy- 
sician extends, in a given case, may be 
shown by the opinion of a Massachusetts 
judge, who said that if a physician feels 
himself competent to treat a case, it is his 
duty to decide upon the nature of the dis- 
ease or injury and to fix upon a course of 
treatment. He must also decide the advis- 
ability, or inadvisability, of consulting with 
some other physician or surgeon. If, how- 
ever, he feels that he is not competent he 
should say so and recommend the patient to 
some other doctor. If, in spite of this, the 
patient prefers to be treated by him alone, 
the degree of skill that can be required of 
him is materially decreased. If, however, 
he continues his service with the assistance 
of another physician or surgeon, his admis- 
sion of having insufficient skill or experi- 
ence to treat this particular case will not 
relieve him from responsibility of any bad 
results of the treatment. 

The general practitioner has, at some 
time, had the sole care and responsibility of 
every patient whom I have treated. I have 
thus been «led to admire him for his suc- 
cesses, and censure him for his unneces- 
sary failures. While deploring the avoid- 
able mistakes of carelessness or ignorance, 
I have learned charity for unavoidable er- 
rors in judgment. 

Carefully compiled statistics reveal the ° 
fact that 25 per cent of all schoolchildren 
have scoliosis, but the proportion of these 
that ultimately become permanently de- 
formed has never been determined. It has 
been assumed that among the many factors 
that influence the progress of this condition 
are dress, habits, attitude in study, environ- 
ment, symmetry, and prenatal conditons. It 
must be the duty of some one to determine 
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the relative importance of the various etio- 
logical factors. Who has a better oppor- 
tunity to do this than the general practi- 
tioner? In cooperation with the orthopedic 
surgeon, he can direct preventive as well as 
corrective measures. 

In the early history of bone tuberculosis 
there is a period of uncertainty, when the 
insidious progress of the disease is very in- 
distinctly marked, and the symptoms pres- 
ent are attributed to other causes. The in- 
termittent limp, the occasional night-cries, 
and the referred pains often divert atten- 
tion from the site of the pathological 
process. The fact that the limp ceases for 
a time is accepted as evidence that this dis- 
ability has passed, while its recurrence is 
attributed to some recent fall; the night- 
cries are taken as indications of digestive 
disturbance; the referred pains cause the 
distant parts to be painted with iodine and 
bathed with liniments, or splints to be used. 
They are casually classed as rheumatism or 
growing pains. No one has ever been able 
to demonstrate that the process of growing 
is a painful one; and, therefore, there can- 
not be such a thing as growing pains. There 
is every reason to demand that the word 
“rheumatism” be stricken from our vocabu- 
lary as the most misused and least under- 
stood word in it; for it is made to cover 
many different joint conditions, such as 
those following eruptive fevers, post- 
typhoid dislocations, gonorrheal arthritis, 
tuberculosis, etc. The result is that pa- 
tients fill their interiors with so-called rheu- 
matic medicines, which surely disturb dis- 
gestion; the body is soaked in muds and 
mineral waters; and hypodermic injections 
of sure-cure antirheumatic bacillicides, and 
other extensively advertised remedies, keep 
the patient occupied until the fact becomes 
established that he never had rheumatism. 
The delay has enabled the real pathological 
process to proceed unchecked, so that the 
final solution is reached only when bone de- 
formity and destroyed joints end all uncer- 
tainty. 

Could the general practitioner have 
avoided this disaster? Possibly, if his ex- 
perience had been wider, or he had called 
in the aid of a physician with a more ex- 
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tensive experience. The etiological import- 
ance of the eruptive fevers in the produc- 
tion of ensuing joint affections, of typhoid 
fever in post-typhoid dislocations, of often 
remote gonorrhea in subsequent arthritis, of 
various factors in numerous forms of back- 
ache, and of pyorrhea in a vast variety of 
non-tuberculous joint affections, as well as 
the expediency of employing passive motion 
in the treatment of such conditions, are 
problems worthy of close attention. 

The general practitioner has a most diffi- 
cult task when he encounters congenital de- 
formities. Whether he knows it or not, he 
is confronted with Wolf’s law that all pro- 
longed alteration of the function of any part 
of the body, either congenital or acquired, 
is surely followed by anatomical changes. 
Thus, in addition to the original deformity, 
the ensuing anatomical changes make the 
restoration of function more difficult. Not- 
withstanding any assurances to the con- 
trary, patients never outgrow rachitic bow- 
legs; although some compensating deform- 
ity may occur, which conceals the gross 
manifestation and thus removes some of 
the external appearance of the deformity. 

It will be necessary for the general prac- 
titioner to analyze carefully the many con- 
flicting statements as to the advisability of 
immediate correction or of postponement. 
Thus congenital dislocation of the hip may 
be most easily reduced prior to the age of 
two years. The difficulties of reduction in- 
crease rapidly up to that of six years, and 
reduction becomes almost impossible after 
that age; such deformities being almost 
never reduced after eight or nine years of 
age. The ease of early reduction, however, 
is offset by the difficulty in maintaining the 
plaster-of-Paris fixation in a sanitary con- 
dition in very young patients; and it is not 
easy to secure the kind of cooperation that 
is required, in order to develop muscle and 
secure function. In older patients the re- 
sults of Wolf’s law are manifested in the 
arrest of the growth of the affected leg, and 
in the obliteration of the acetabulum, as 
well as atrophy of the soft structures. The 
general practitioner has no easy task in de- 
ciding upon the best time for correction or 
in selecting the most appropriate method. 
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Congenital clubfoot offers another equal- 
ly difficult problem to the general practi- 
tioner. He must consider the following 
questions: Does the child need operation ? 
If so, when shall it be resorted to? What 
are the relative advantages of early opera- 
tive correction and of operation delayed to 
the period of walking? Shall braces be 
employed, temporarily or permanently? Is 
there danger of destroying the not yet 
ossified tarsal bones by too great a pres- 
sure exerted by the apparatus, or by purely 
manipulative measures? 

The general practitioner should be cog- 
nizant of the disastrous effect of indiscrim- 
inately prescribing arch supports for rheu- 
matism and for fallen arches, when neither 
condition is present. He should know that 
the best foot-function can be obtained only 
by the greatest freedom from support; that 
the more the foot is supported the weaker 
it becomes ; and that the weaker the foot is, 
the less capable does it become of perform- 
ing its function. He should know that the 
shoemaker is biased by business training in 
advocating appliances that will increase his 
trade, whether the patient is benefited or 
injured. The rum-seller does not carry on 
his business for the benefit of his custom- 
ers, and why should the shoemaker? The 
family physician is the recipient of the af- 
fection and confidence of his patients, whose 
lives and welfare are in his hands. He must 
advise against the pitfalls contained in se- 
ductive advertisements and guide his pa- 
tients to adopt sane and safe methods of 
treatment. 

From the foregoing, one might be led to 
believe that the general practitioner is alone 
responsible for errors in diagnosis; but this 
is far from true, as every physician knows. 
There are constantly arising problems 
whose solution can be obtained only by re- 
course to the most exhaustive analyses 
made by specially skilled men; but after all 
the various problem-students have made 
their reports, it is often the province of the 
family physician to decide, for the family, 
upon the actual diagnosis, and to direct 
what is to be done. The various laboratory 
aids to diagnosis, when combined with an 
analysis of clinical findings, often ma- 
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terially assist in reaching a definite diag- 
nosis. The greatest difficulty occurs in cor- 
rectly interpreting the relative importance 
of the laboratory reports, for alone they are 
misleading and unreliable. With the essen- 
tial clinical phenomena as a basis, doubt 
can often be changed to certainty by the 
employment of radiography, blood tests, 
urinary analyses, and bacteriological re- 
search; but I know of nothing more con- 
fusing, for instance, than a radiogram, un- 
less it be the report of a radiographer who 
attempts to make a diagnosis without ac- 
curate clinical data. 

The value of care in diagnosis is shown 
also by the fact that the orthopedic surgeon 
frequently encounters patients who have 
undergone numerous operations without 
benefit, because the diagnosis was made 
hastily and too much reliance was placed 
upon the efficacy of exploratory procedures. 
I would emphasize the point that the result 
of my experience leads me to believe that 
there is entirely too much hastily conceived 
and misapplied treatment. No treatment at 
all is better than misapplied treatment. The 
essential ingredient of any therapeutic 
measure should be skilful diagnosis. Diag- 
nosis is accomplished only by devoting time 
and discernment to a skilful weighing of all 
obtainable facts. 





THE USE OF PITUITARY EXTRACT IN 
THE HYPOTENSION OF PNEUMONIA. 


Howe t in the American Journal of the 
Medical Sciences for October, 1914, says it 
is not essential to the value of the action of 
pituitary extract whether it be considered as 
a true internal secretion or not. Suffice it 
to say that in the posterior lobe of the pitui- 
tary body an adrenalin-like principle is con- 
tained which, due to its special organic 
structure, produces and maintains a rise in 
blood-pressure better than does adrenalin, 
and therefore is more reliable in conditions 
of circulatory collapse than is adrenalin. 
Also in addition to this action its selective 
action on involuntary muscle as a whole 
should not be overlooked, and more espe- 
cially in the present connection its stimu- 
lating action on the intestinal musculature 
with reference to tympanites. 














THE PREVENTION OF DISCOMFORT 
AFTER OPERATION. 





While most patients dread operative pro- 
cedures, because of the anesthetic or the 
operation, it is in a majority of cases soon 
learned that neither of these factors is of 
as great importance as the discomforts 
which are suffered after the main effects of 
the anesthetic have passed by and after the 
operative procedure has been accomplished 
to the extent that it is considered successful. 
Nausea, vomiting, and a sense of profound 
prostration, dizziness, and vertigo are often 
present, although, with the modifications 
which have taken place in the administra- 
tion of anesthetics, these symptoms are by 
no means as severe as they once were in 
the majority of instances. Distressing thirst 
can be allayed by a hypodermocylsis, or by 
the administration of a salt solution by the 
rectum. It is of great importance that this 
salt solution shall not be hypertonic, since 
under circumstances it will draw 
liquid from the tissues into the bowel in- 
stead of sending liquid from the bowel into 
the tissues ; furthermore the hypertonic so- 
lution, particularly if it is used for any 
length of time, is prone to produce rectal 
irritation. When nausea and vomiting do 
occur one or two grains of acetanilide, 
placed dry upon the tongue or dissolved in 
a little shaved ice and brandy, will often 
act as an excellent gastric sedative, or, in 
its place, from one to five grains of chlore- 
tone may be used. A mustard leaf on the 
epigastrium may dissipate the sense of 
nausea. An ice-bag on the head may be a 
comfort to the patient, particularly if, at 
the same time, a hot-water bag is applied 
to the feet. 

After operations upon the pelvic floor 
and pelvic contents, or upon the male blad- 
der, it not infrequently happens that agoniz- 
ing backache, due to strain of the sacroiliac 
joint, takes place by reason of the fact 
that sufficient support is not given to the 
lower limbs when the patient’s pelvis is 
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brought to the edge of the operating table. 
We have seen patients scream with pain on 
coming out of the anesthetic, because of 
this unnecessary injury. Oftentimes some 
of the discomfort can be removed by ele- 
vating the buttocks by the placing of 
a pillow under them, or by holding the 
thighs in such position that the sacroiliac 
joint has a different bearing from that 
which existed during the operation or while 
the patient was lying in bed. An opium 
suppository may be useful to aid in reliev- 
ing this pain, and if there is a sense of ful- 
ness in the rectum because of the pressure 
produced by Sims’ speculum, a 10-grain 
iodoform suppository, because of its anes- 
thetic effect, will often be advantageous. 
In the West London Medical Journal for 
October, 1914, there is an interesting paper 
upon this subject by Baldwin, who is Senior 
Surgeon to the West London Hospital. He 
calls attention to a number of measures 
used to diminish postoperative discomfort. 
When hemorrhoids are to be operated upon 
the rectum should be empty and clean at 
the time of the operation, and the aperient 
which is commonly used should be given not 
later than the morning before the operation. 
Saline aperients are to be avoided, as they 
lead to constant dribbling, but castor oil is 
advantageous because of its after consti- 
pating effect. Four hours before operation 
the bowel is to be washed out with warm 
water until it returns quite clear. Baldwin 
does not think that it is necessary to stretch 
the sphincter in the majority of cases. He 
uses quinine and urea chloride as a local 
anesthetic, and employs after the operation 
as an antiseptic and anesthetic powder boro- 
chloretone, injecting into the bowel one to 
two drachms of sterile vaselin from a col- 
lapsible tube. He then inserts a rubber 
tube 3% inches long and 3% inch in diame- 
ter, allows it to project from the anus one 
inch, and applies a dressing. The tube per- 
mits flatus to escape and so prevents dis- 
comfort. For postoperative vomiting he 
recommends copious drinks of bicarbonate 
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of soda and water. Milk should be partic- 
ularly avoided, as it tends to the formation 
of gas and constipation. On the third or 
fourth morning after operation the patient 
is given an ounce of castor oil by the mouth 
and four ounces of warm olive oil are in- 
jected into the bowel with a tube. The tube 
is then removed. Baldwin calls attention 
to what we all know, namely, that it is of 
great importance that the patient should not 
be kept waiting prior to the operation in the 
operating-room or near-by, and that fussy 
friends, with anxious and tearful faces, 
should be excluded. He asserts that the 
idea that a patient after an abdominal oper- 
ation must for days be kept rigidly on the 
back has not yet disappeared, although it 
should have done so, and believes that there 
are few instances where the dorsal position 
is absolutely necessary. Indications of in- 
testinal stasis should be met with the hypo- 
dermic injection of pituitrin, to which, in 
his opinion, it is wise to add 1/100 of a 
grain of salicylate of eserine. 





THE VALUE OF QUININE AS A PRO- 
PHYLACTIC FOR MALARIA. 





The view that moderate doses of quinine 
taken by healthy persons exposed to ma- 
larial infection would adequately protect 
them has been universally accepted as cor- 
rect. Interesting, and apparently reliable, 
observations among troops exposed in trop- 
ical regions have seemed to prove that a 
large proportion of those who did not take 
quinine fell victims to the disease, whereas 
a very small percentage of those that re- 
ceived prophylactic doses were attacked. 
Some months ago we called attention in 
these columns to some very interesting and 
apparently reliable evidence which went to 
show that the views just referred to would 
have to be revised because of more thor- 
ough and careful observations carried out 
in India and in the Panama Canal Zone. 
These observations seem to prove that the 
use of small prophylactic doses of quinine, 
while they may keep the disease in check 
for a time, are ultimately disadvantageous 
because the parasite of malaria, continually 
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subjected to doses which are not large 
enough to kill it, gradually becomes immune 
to quinine. When quinine is stopped ma- 
larial paroxysms therefore develop, and it is 
difficult to destroy the microorganisms in 
which an artificial immunity, to the other- 
wise specific drug, has been engendered. 

We have, therefore, read with much in- 
terest a communication of Passed Assistant 
Surgeon McGuire of the U. S. Navy in the 
United States Naval Medical Bulletin for 
October, 1914. He bases his observations 
upon the marine regiments serving with the 
U. S. Atlantic fleet in Culebra. The First 
Regiment sailed from Philadelphia January 
8, 1914, and arrived in Culebra January 
9, 1914, all hands being ashore by January 
13. The entire regiment received quinine 
prophylaxis with the exception of the signal 
squad, which did not receive it regularly. 
The total time ashore was twenty-five days. 
The quinine was administered in tablet or 
capsule and, as a rule, was taken faithfully. 
Net protection was also used, but could not 
be thorough at all times, as the men were 
in trenches during the night attacks. 

The Second Regiment sailed from Pen- 
sacola January 3, 1914, and arrived in Cule- 
bra January 10, 1914. This regiment, with 
the exception of one company, received no 
quinine prophylaxis. The one company that 
did receive quinine had three doses: 8 
grains on January 18, 6 grains on January 
19, and 6 grains on January 20. The time 
of administration was so short that it may 
well be considered that, for all practical 
purposes, the Second Regiment received no 
quinine. These men received net protec- 
tion when possible, but often this was im- 
possible because of military necessities. 

The incidence of malarial infection for 
the First Regiment which received quinine 
was 12.4 per cent, and for that which re- 
ceived no quinine, 14.8 per cent. 

In the quinine regiment the attacks of 
malaria were delayed in their appearance 
until the 4th of February and continued to 
develop until the middle of March, while 
in the non-quinine regiment the first attacks 
developed as early as the 30th of January 
and the last case on the 17th of February. 
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It is evident, therefore, that no material 
advantage was gained by the administration 
of the drug. 

The disadvantages which McGuire enu- 
merates are: that the symptoms are atypical, 
and therefore difficult of diagnosis; second, 
that the parasites in the peripheral circula- 
tion often could not be found at all, or only 
with great difficulty; third, that the giving 
of the quinine was considerable trouble and 
at times caused discomfort; fourth, that in 
addition to 60 cases in which the parasite 
was found in the blood, there were nine pa- 
tients who had a high, irregular fever 
which responded to adequate doses of qui- 
nine and which was undoubtedly malaria. 
Last of all McGuire believes that the pro- 
phylactic treatment did not prevent malaria. 

McGuire also quotes Bell of the U. S. 
Navy, who found in the Canal Zone in 1910 
that the men who received the drug fur- 
nished fewer cases, only in the proportion 
of 3 to 4; that they were very refractory to 
treatment when it was instituted; had a 
prolonged convalescence and furnished a 
greater number of relapses. He quotes 
Stitt of the U. S. Navy as believing that 
the malarial parasites often develop a re- 
sistance to this drug. 

Additional evidence along these lines is 
advanced by Bell concerning marines who 
were ordered from Philadelphia to the 
Canal Zone in 1906, and Carpenter of the 
Medical Corps of the Navy has made an- 
other report upon marines sent to the same 
district in the fall of 1903 with results 
which were practically identical. 

The conclusions which McGuire reaches 
are: that quinine in doses of from 5 to 8 
grains daily will not prevent malaria, al- 
though it may retard or delay the symp- 
toms; that persons infected with malaria 
while taking quinine in prophylactic dose 
may not show any evidence of the disease 
while the drug is being used, but after it is 
discontinued will come down with acute 
malarial paroxysms; and, finally, he belongs 
to those clinicians, who are rapidly increas- 
ing in number, who adhere to the belief that 
the taking of quinine for a long period in 
moderate doses induces a tolerance on the 
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part of the malarial parasite. In other 
words, that the prophylactic use of quinine 
is a very questionable procedure, not only 
futile as to ultimate protection, but actually 
harmful in that in the end it may be more 
difficult to cure the patient by doses which 
ordinarily would be adequate. 





THE INFLUENCE OF PITUITARY EX- 
TRACT UPON MILK SECRETION. 





Many months ago we published in the 
THERAPEUTIC GAZETTE a paper by Ott and 
Scott indicating that in some of the lower 
animals intravenous injection of pituitrin 
rapidly increased the secretion of milk if 
administered after lactation had begun. It 
is true that the corpus luteum and thymus 
extract produce a similar effect, but to a 
much less degree. Since that time a num- 
ber of other investigators have confirmed 
these observations. Hill and Simpson have 
shown that not only does an increase in the 
quantity of milk take place, but in addition 
it becomes rich in fats, although this in- 
crease is only temporary. It is also true 
that the increase in the total quantity of 
milk is not so marked after subsequent 
doses as it is after the first dose. Hill and 
Simpson gave the drug to a woman nursing 
her child in the fifth month of lactation, 
administering it hypodermically. 

Recently an active practitioner in the 
neighborhood of Philadelphia has also em- 
ployed pituitary extract in fifteen patients 
with satisfactory results, and we hope in 
the near future to present a paper embody- 
ing his observations. 





OPERATION FOR CLEFT PALATE AND 
HARELIP. 





It is probable that there is no operation 
which the surgeon looks forward to with 
less enthusiasm or backward to with less 
satisfaction than that upon a wide cleft of 
the palate, nor is there a generally accepted 
technique concerning this operation either 
as to the time it is to be performed or the 
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method of its accomplishment. It therefore 
happens that a series of papers on this sub- 
ject (Surgery, Gynecology and Obstetrics, 
January, 1915) contributed by men of com- 
paratively large experience and representing 
varying views is of particular import and 
value. Berry, for instance, announces him- 
self as unequivocally in favor of the opera- 
tion of median suture, stating that narrow 
clefts especially, those limited to the soft 
palate, can be thus closed within the first 
few months of life. The common single or 
double complete cleft, associated with hare- 
lip, should be treated by closure of the 
harelip in earliest infancy, the operation on 
the palate being postponed until the second 
and sometimes the third year. Soon after 
birth the cleft is usually very wide and the 
palatine arch low. Therefore a median op- 
eration would usually fail, unless preceded 
by the wiring operation of Brophy, which 
Berry regards as too dangerous to be em- 
ployed. The reason for postponing the pal- 
ate operation for a year or two is that after 
suture of the harelip the cleft in the palate 
undergoes rapid spontaneous narrowing, 
and the development of the alveoli makes 
the arch higher. 

Brown lays down the following princi 
ples as those which should govern the 
choice of operation in cleft palate cases: 
Never correct a deformity by surgical or 
other forcible means if such defect may be 
made to correct itself in the natural course 
of development. Never destroy any struc- 
ture that may be required for the perfec- 
tion of future developmental processes. 
Never misplace or so arrange the form or 
situation of any tissue in such manner as 
to impair its future functional usefulness. 
Never exceed the reparative possibilities of 
tissue in flap formation by endeavoring to 
close completely at one operation the palate 
fissures of cases in which this is inadvis- 
able. Aim to improve, by operation if nec- 
essary, such operative conditions as cannot 
safely be overcome immediately. 

He treats these cases by adjusting an ad- 
hesive strip from the malar region upon one 
side across the lip fissure in infant cases to 
the same region upon the opposite side of 
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the face. He prefers the von Langenbeck 
operation, using a Whitehead gag changed 
to give a better view of the anterior part of 
the mouth. The fissure borders are first 
pared, and the mucoperiosteal palatal flaps 
are raised with periosteal elevators of dif- 
ferent sizes and bent at different angles so 
that the periosteum may be separated from 
the bone surfaces with the least possible 
amount of traumatism. He uses one alum- 
inum bronze wire retention suture, with 
very thin silver button plates to secure it 
upon each side, placed through the central 
portion of the soft palate. The silver plates 
are secured by lead shot clamped upon the 
wire and so situated as to have the resist- 
ance of the thickest part of the muscular 
tissue of the soft palate. Coaptation sutures 
are of formalized pyoktanin gut. Lateral 
incisions are advised as producing better 
speech, since by means of them the soft 
palate and muscles are carried toward the 
central line. All operative procedures are 
completed, if possible, before the child is 
two years old, even at eighteen months; 
none the less, admirable results may be se- 
cured later. 

Eastman holds that the flap operation is 
much more likely to hold if the mattress 
coaptation sutures are reénforced by a 
simple running suture and supported by a 
continuous relaxation suture passing around 
the free edge of the anterior palatine arch. 
He favors local anesthesia and the use of 
adrenalin as a means of lessening hemor- 
rhage. He is not in favor of lateral in- 
cisions. 

Goyder observes that the mortality in late 
cases is much greater than that in opera- 
tions performed on infants. He notes left- 
sided clefts are more common than right. 
He announces himself an advocate of 
Lane’s method and points out that after 
early closure of a harelip complete clefts of 
the palate can usually all be closed by 
Lane’s method at or about the age of twelve 
months, without using a flap large enough 
to uncover the unerupted teeth. 

Brophy holds that to obtain the best re- 
sults the operation should be performed in 
early infancy, preferably before the third 
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month. He observes that the cleft-palate 
jaw is almost always broader than the 
mandible, but that the normal upper jaw is 
always narrower than the normal lower jaw. 
Cutting or breaking the bones of the hard 
palate to secure union he regards as an un- 
necessary procedure, whilst the making of 
lateral incisions should be discontinued. 
This series of papers seems to confirm 
the generally accepted view that Brophy’s 
method of operating—z.e., forcing the two 
maxille together—has not met with gen- 
eral acceptance, and that in case of cleft 
palate with harelip the first effort should be 
directed toward closing the harelip; that 
thereafter the cleft palate should be closed 
in the median line by loosening mucoperi- 
osteal flaps; and that in all cases coaptation 
sutures should be eased by the application 
of tension sutures. Since one of the main 
purposes of closing these flaps is incident 
to the hoped-for improvement in speech, it 
is particularly upon this phase of the sub- 
ject that the profession is anxious for in- 
formation, and it is in regard to this phase 
that information is singularly lacking. 





ABDOMINAL CAESARIAN SECTION. 





The growing popularity of this method 
of delivery, based on its comparatively low 
mortality to both the mother and the child 
and upon the promptness and completeness 
of the convalescence in the mother, makes 
it a matter of vital interest to not only the 
obstetrician, but to the general practitioner. 
As bearing upon his subject the report of 
all the abdominal Czsarian operations per- 
formed in the service of the Lying-in Hos- 
pital in New York is of particular import- 
ance (Davis, American Journal of Obstet- 
rics, January, 1915). This covers a period 
of a little more than twenty years from 
1893 to 1914, the greater number of these 
operations having been done in the past ten 
years. During this time the hospital has 
delivered something over 80,000 women at 
or near full term. From this number of 
cases 571 have been by abdominal Cesarian 
section. In 510 instances the mother has 


recovered and has been discharged from the 
hospital in good condition, the maternal re- 
covery being 89.3 per cent of the cases op- 
erated upon. The fourteenth is the average 
day of discharge from the hospital. A 
large proportion of deaths occurred in spite 
of rather than because of Czesarian section. 
The high death-rate is sequent largely on 
neglected and mismanaged labors. The op- 
eration is comparatively simple in the hands 
of those accustomed to abdominal surgery. 
In clean, uncomplicated cases delivered by 
Czsarian section shortly before or soon 
after labor begins, the maternal mortality is 
between 2 and 3 per cent, and there is no 
fetal mortality in such cases. In 571 
Cesarian deliveries 577 children were born, 
twins seven times. All cases are counted as 
deaths which did not live to be discharged 
from the hospital, regardless of the dura- 
tion of their stay. Of the 577 children de- 
livered by Cesarian section, 69 were either 
still-born or died before leaving the hos- 
pital, a fetal mortality of 12 per cent; 23, 
or 4 per cent, were still-born. 

Of the 61 mothers who died following 
Czesarian section, 62 children were deliv- 
ered. Forty-four children lived. Eleven 
died, and seven were still-born. Eclampsia 
and toxemia of pregnancy were the indica- 
tions for Cesarian section in 85. Sixty- 
three per cent of the mothers recovered. 
Placenta previa was the main indication in 
21 cases; 14 of the 21 children lived. Three 
children were still-born and four died. The 
fetal mortality was due to prematurity. 

In 78 cases 60 were delivered the second 
time, fifteen the third time, one the fourth 
time, one the sixth time. Rupture of the 
uterus in labor subsequent to Czsarian sec- 
tion occurred in six cases. Three mothers 
died, three mothers and two children lived. 

The main indication for Cesarian section 
was some form of contracted pelvis or de- 
formity of the spinal column—in 441, or 79 
per cent of the cases. The operation is per- 
formed as follows: 

The abdomen is opened by a median in- 
cision, 8 to 10 cm. long, from above down 
to the umbilicus. One or two gauze pads, 
wet with warm normal salt solution, are 
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placed in the abdomen above the fundus of 
the uterus to hold back omentum and in- 
testines. Often the uterus is found twisted 
upon its long axis, usually toward the right 
side. An assistant, standing beside the pa- 
tient opposite the operator, makes pressure 
with his hands against the outside walls of 
the abdomen, rotating the uterus so that its 
anterior wall looks directly forward. He 
must regulate his pressure so that the uterus 
is held up to the abdominal opening, and 
hold it there until it is emptied of its con- 
tents, and until several of the deep sutures 
have been placed and tied. This, however, 
is in no sense a maneuver to control hem- 
orrhage. The uterus is carefully incised so 
as to keep the membranes (the “bag of 
waters”) intact. The incision may be a 
little longer than the abdominal opening ; it 
is made from just below the fundus down- 
ward. If the placenta is found beneath this 
wound, a not infrequent occurrence, it 
should be pushed aside or torn through, and, 
with the hand in the uterus, the membranes 
should be separated from the uterine wall 
while they are yet distended. Neglect of 
this precaution often means that they must 
later be removed piecemeal, sometimes with 
much difficulty and delay, after the child is 
delivered and retraction and contraction 
have begun. This is the time when danger- 
ous uterine hemorrhage is most likely to 
occur. 

The anterior thigh of the child, or the 
one which is most readily found, is grasped 
and extracted. A breech extraction is done. 
After the shoulders have been delivered the 
child is turned so that its face looks toward 
the mother’s face. Then with the middle 
and index-fingers of the right hand astride 
its neck, and with the same fingers of the 
left hand in its mouth making traction on 
the lower jaw, the head is carefully deliv- 
ered so there may be no sudden jolting or 
laceration of the uterus. An assistant stands 
ready with two long forceps, with which he 
clamps the umbilical cord. The cord is cut 
between the clamps and the child is taken 
away to have respirations established, pref- 
erably in an adjoining room, so that the 
operating staff’s attention may be given en- 
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tirely to the mother. Two fingers of the 
left hand are hooked into the uterus at the 
upper angle of the uterine wound, and the 
upper deep suture is placed and tied, leav- 
ing the ends long. This is repeated at the 
lower angle of the wound, and then, with 
the right hand in the uterus, the placenta, 
membranes, and coagula are removed. The 
first assistant now discontinues abdominal 
pressure and holds the uterus up to, but not 
out of, the abdominal opening by the long 
ends of the sutures already in place. The 
uterine wound is closed by two layers of 
sutures. The deep layer consists of No. 2 
chromic gut, interrupted, and about 1 cm. 
apart. They are passed through the uterine 
peritoneum, close to its cut edge, well out 
into the muscle and down to, but not 
through, the endometrium, and out in re- 
verse order on the opposite side. A double 
turn is taken in the first knot, which will 
maintain its position without the necessity 
of its being held by a pair of forceps in the 
hands of an assistant, and at the risk of 
cutting or weakening an important suture 
with the forceps. The suture is drawn 
tight enough to bring the edges of the 
uterine wall into accurate apposition, yet 
avoiding tension which would blanch and 
constrict the tissue. The sutures are tied 
in three knots and cut short to the knot. 
The entrance and exit of the deep sutures 
are close to the cut edge of the uterine per- 
itoneum, and the short ends of these sutures 
render it more easy to completely bury 
them by the next layer, which is a continu- 
ous suture of No. 1 plain gut. Beginning 
at the lower angle of the uterine wound, 
this suture is inserted and tied and the knot 
is covered by folding the peritoneum over 
it with subsequent stitches. Passing the 
needle well outside of the tissue included 
in the deep layer of sutures and parallel 
to the line of the uterine incision, the per- 
itoneum and some uterine muscle are caught 
up, alternately on one side and then the 
other, folding them over and completely 
burying the deep layer, much after the man- 
ner of the Cushing stitch in closing intes- 
tinal wounds. This leaves no raw surface, 
or sutures, or knot-ends exposed, and re- 














duces to a minimum the chances of subse- 
quent adhesions of adjacent structures to 
the uterine wound. The deep interrupted 
suture holds the two faces of the uterine 
wound in apposition through the whole 
depth of the wound. If an interrupted 
suture gives way, it affects only the tissue 
held by that one suture. If a continuous 
suture gives way at one point, its force is 
weakened throughout its entire length. 
Every precaution should be taken to avoid 
adhesions and to secure strong, firm union 
of the uterine wound, so that the uterus 
may involute normally and take its position 
in the pelvis with its mobility unrestricted 
by adhesions, and in the event of subsequent 
pregnancy the uterine scar will not rupture. 

The pads are removed and the abdominal 
wound is closed in three layers. Dry sterile 
gauze pads are held in place by a snug ad- 
hesive strap across the abdominal wound, 
which is an added support to the abdom- 
inal sutures. Elsewhere the dressings and 
binders are loose, so that the uterus, which 
is now in the lower part of the abdomen in 
the position occupied by a uterus after 
normal labor, may have free movement. 
The compression of the abdominal wall 
against the uterine wall is thus avoided and 
likewise the risk of adhesions between the 
two, as was the case when the tight abdom- 
inal binder was employed. The uterus is 
not delivered from the abdomen at any 
time. The patient is placed in bed with the 
head of the bed elevated to favor drainage 
and descent of the uterus. In the uncom- 
plicated case she suffers the pain and dis- 
comfort common to laparotomies for other 
causes, but no more. Morphine in %-grain 
doses is given by hypodermic injection as 
needed, and the abdominal distention is re- 
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lieved by a retained rectal tube or by a 
saline irrigation. Usually the mother nurses 
her child, and at the end of forty-eight 
hours she is treated as a normal delivery. 
On the eighth day postpartum she sits up 
in a chair, and by the twelfth day she is 
ready to leave the hospital. Several of the 
patients have insisted upon going home on 
the tenth day, while others who were ready 
to go home on the twelfth day, for one cause 
or another, found it inconvenient to leave 
at that time, or else, living at a distance, 
they were advised not to attempt to travel 
so soon. In the uninfected cases the blood 
and liquor amnii which finds its way into 
the peritoneal cavity does no harm and no 
great effort is made to remove it. 

The following advantage is found in the 
use of-the small median incision entirely 
above the umbilicus: There is no danger 
of adhesions between the uterine and the 
abdominal wounds, and the uterus is there- 
fore allowed to involute normally and take 
up its position in the pelvis without re- 
stricted mobility. 

In the middle the abdominal wall is very 
thin; no important structures are divided 
and the tissues are quite elastic, so that a 
small abdominal opening offers much less 
chance for the escape of intestine and 
omentum, and less opportunity and neces- 
sity to handle the abdominal contents. Lo- 
cated above the umbilicus there is much less 
probability of the subsequent occurrence of 
hernia through the cicatrix, for it is above 
the most dependent part of the abdomen, 
which is subjected to the greatest strain 
when the patient is in the upright position. 
More support is also given at this point by 
the recti muscles as they tend to come to- 
gether toward their upper attachments. 





A DEATH FROM BISMUTH PASTE 
INJECTION. 

The Pan-American Surgical and Medical 
Journal for August, 1914, contains a report 
on this topic by Gessner. He says that 
since April, 1909, he has continued to use 
bismuth paste in a variety of conditions. 
These conditions include pleural empyema, 
bone cavities, tuberculous joints, fistulous 
tracks following nephrectomy and appendi- 
cectomy for abscess, anal fistula, liver 
abscess cavities, cold abscess of the soft 
tissues. The results have in general been 
very satisfactory. Gessner believes that in 
the paste we have a help in the treatment 
of chronic suppurating cavities and tracks 
which in return for a small outlay of labor 
and material gives a very substantial return 
in the way of curative results. He wishes, 
then, to begin by expressing his confidence 
in the value of the method and to declare 
his intention to continue its use in suitable 
cases. His purpose in preparing this paper 
has been to do this and at the same time to 
call attention to a danger that has not as yet, 
so far as he knows, been brought to the 
notice of the medical profession. In a 
former paper he mentioned the evil results 
which had been observed after the use of 
the paste, results attributed variously to 
nitrate poisoning by the altered acid ele- 
ment of the bismuth subnitrate, and to the 
intoxication with the metallic element. In 
no case has he observed either the cyanosis 
and dyspnea attributed to nitrate poisoning 
or the stomatitis usually explained by 
bismuth poisoning, though he has heard of 
two cases of the latter kind. But he has 
seen a case of pleural empyema die immedi- 
ately after an injection of the paste as a 
result, probably, of pulmonary embolism, 
though pleural reflex is a possible explana- 
tion. The record of the case follows: 

E. M., white boy, aged sixteen years, was 
admitted January 12, 1911. His recent 


history was that of an attack of pneumonia 
the preceding February, during convales- 
cence from which he was taken with a pain 
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in the chest, cough, fever, and expectora- 
tion. Previous history showed that he was 
a seven months’ child, had suffered from 
diarrheal disease in infancy, and been an 
undersized person all of his life. His 
parents are alive and healthy. Examina- 
tion showed a scoliosis of recent develop- 
ment, with convexity to the left. The 
lower half of the right side of the chest 
was flat on percussion, with absent respira- 
tory and vocal sounds. Examination of 
the heart showed the apex beat displaced to 
the left of the left nipple. Exploration 
puncture on the day of admission brought 
flakes, but no pus. Examination of the 
blood showed 4,000,000 reds, hemoglobin 
70 per cent, polymorphonuclears 87% per 
cent; the urine was negative; sputum con- 
tained staphylococci and streptococci, no 
tubercle bacilli. The temperature was mod- 
erately elevated, running between 100.4° 
and 103° F. Under observation in the 
ward, pointing of an empyema of the right 
side of the chest took place anteriorly 
between the fifth and sixth ribs. Under 
ether this was incised, July 25, and drainage 
made more effective by resection of the 
sixth rib anteriorly, the eighth laterally; a 
very thick pleura was found; a large rubber 
tube was introduced. Improvement was 
tardy. The patient kept discharging a large 
amount of pus and running a septic tem- 
perature. August 25, the injection of 
Beck’s bismuth paste (formula No. 1, one 
part of bismuth subnitrate to two parts 
of vaselin) was undertaken. As the first 
injection of one ounce was made, with the 
patient in the sitting posture, he complained 
of its being warm; the temperature is 
recorded in the history as 110° F. The 
second injection was held for a moment to 
let it cool, and was then introduced rather 
slowly, so as to permit of its withdrawal if 
found too warm by the patient. While the 
injection was going on the patient gave a 
cry and fell back, cyanotic, with widely 
dilated pupils. The pulse, feeble and irreg- 
ular, soon disappeared from the wrist. His 
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respirations, at first shallow and infrequent, 
soon ceased altogether. Artificial respira- 
tion was used, apparently with benefit at 
first, but soon proved inefficient, even with 
the addition of tracheotomy. Intravenous 
saline infusion was practiced up to two 
pints, without any benefit, death having 
supervened. 

In studying this case the question of 
pleural reflex has to be considered. It is a 
well-known fact that irritation of the pleura 
by irrigation with antiseptic solutions, even 
its puncture with an aspirating needle, has 
been followed by reflex stoppage of the 
heart’s action, due to pneumogastric influ- 
ence. It may be that this was the cause of 
the boy’s death. Another explanation which 
has been offered, and which seems quite 
plausible, is that a vein wall was perforated 
by the paste, giving rise to a pulmonary 
embolus. As no autopsy was held, no posi- 
tive statement can be made of the cause of 
death. It is difficult to understand how an 
injection made so slowly and with so little 
force as this was could rupture a vein wall; 
on the other hand it is strange that a pleural 
reflex from pneumogastric stimulation 
should be caused by such an injection when 
the previous one just made, complained of 
as being too warm, had been followed by no 
evil consequences. 

Whatever the explanation, the fact 
remains that immediately following the 
injection of bismuth paste the patient col- 
lapsed and died. 

What influence should this case have on 
the use of the paste? The writer has 
continued to use it and has no idea of 
discarding it. But one case of pleural 
empyema of a chronic character has pre- 
sented itself to the writer since this death, 
and that he treated for a time with paste 
injected with the greatest care and gentle- 
ness and without unpleasant effects. We 
have no force for good that is not also 
capable of doing harm. If we were to 
discard every agency that at some time 
produced bad results our therapeutic arma- 
mentarium would be sadly reduced. In 
order to effect the injection in the most 
gentle manner possible the writer would 


suggest employing a glass funnel and rub- 
ber tube, through which the melted paste 
could be poured into the cavity under 
treatment. . 





PREVENTION AND TREATMENT OF 
PUERPERAL SEPSIS. 

The Saint Paul Medical Journal for 
September, 1914, contains an article bearing 
this title by McDonatp. He says that 
obstetricians may be divided into three 
groups as regards treatment: (1) Those 
who regard the process as a general one 
and disregard the local treatment entirely. 
(2) Those who remove necrotic material 
from the uterus only in certain cases, on the 
basis of cultural findings. (3) Those who 
attempt to treat the local condition in all 
cases. 

The first group is well represented by 
two men. Stowe advises intrauterine treat- 
ment only when necessary to control hemor- 
rhage, except that incomplete abortions 
should be completed early. Retained mem- 
branes are not necessarily harmful. Irriga- 
tions or manipulations of the uterus or 
vagina are harmful and increase morbidity 
and mortality. Attempts at artificial drain- 
age of the uterus are useless. Pus collec- 
tions in the cul-de-sac should be opened, but 
those higher in the abdomen left to become 
chronic. Watkins teaches that the pathol- 
ogy is that of general sepsis and the pelvic 
condition is of secondary importance. He 
believes that “local treatment is of little 
value and positively harmful; that vaginal 
and intrauterine douches and applications 
are harmful, meddlesome, and useless pro- 
cedures of historic interest only. The 
infected uterus is capable of expelling its 
own retained products of conception, and 
there is no evidence that such contents 
increase the growth or virulence of the more 
dangerous bacteria. Emptying the uterus 
removes most of the bacteria of decomposi- 
tion, but these are not of much importance 
regarding morbidity or mortality. It is not 
uncommon to see a normal temperature 
when the uterus contains decomposing 
débris. In case of hemorrhage, gauze pack- 
ing in the vagina or lower uterine segment 








176 


will stop bleeding and hasten the spon- 
taneous expulsion of contents, but inter- 
feres with drainage and increases the 
absorption of toxins. However, it is the 
lesser of two evils and must be tolerated. 
Infliction of trauma on the uterus in the 
forcible emptying of its contents is incon- 
sistent with modern treatment of septic 
wounds and is an inheritance of dangerous 
tradition based on a false pathology.” 

A study of the cases which formed the 
basis of these reports shows many which 
were undoubtedly made worse by unwise or 
violent local treatment. Many of them 
were in extremis when admitted, or had 
been subjected to repeated and violent 
curettements under favorable circum- 
stances. One therefore feels that such 
cases are unfortunate ones from which to 
draw such sweeping conclusions. 

Some are inclined to empty the uterus in 
cases of sapremia and infection from bac- 
teria of decomposition, but hold that the 
presence of hemolytic streptococci is a posi- 
tive contraindication to any vaginal or 
uterine manipulation whatever. Certainly 
the presence of such in the circulating blood 
is evidence of general sepsis and local treat- 
ment cannot be expected to influence the 
condition favorably, while the trauma will 
probably be sufficient to introduce fresh 
virulent organisms into the circulation and 
only do harm. Vett and Tragout believe 
that the severity of the clinical symptoms 
persists as long as decomposing material is 
retained in the uterus, especially staphylo- 
cocci, B. coli, etc., and that these may enter 
the blood and form metastases. Their 
removal from the uterus is usually followed 
by improvement, the indication for treat- 
ment being found in the character of organ- 
isms seen in the lochia. Where hemolytic 
streptococci are present, interference is fol- 
lowed by rapid development of symptoms 
and often death. Where a portion of the 
ovum has been retained and there is no 
other indication, i.e. hemorrhage, the lochia 
are examined and the type of bacteria pres- 
ent determines the treatment. If streptococci 
or gonococci are present, nothing further is 
done locally. Otherwise the vagina is 
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sterilized, secundines are removed with the 
gloved finger, the uterus and vagina are 
packed with xeroform gauze. The packing 
is removed in from twelve to twenty-four 
hours and ergot is used to insure uterine 
contraction. 

The mortality of streptococcus septicemia 
treated with the curette is said to be 45 per 
cent. Fromme, however, believes that all 
bacteria enter the blood as long as decom- 
posing material is retained in the uterus. 
He does not consider streptococci as more 
dangerous, nor that the prognosis can be 
based on the examination of the lochia. He 
believes that many severe cases could have 
been avoided if the uterine contents had 
been emptied promptly and efficiently. If the 
cervix is closed he would pack the vagina 
and use ergot for twelve to twenty-four 
hours; then if necessary dilate the cervix 
with Hegar’s dilators and remove the con- 
tents with a finger and irrigate, avoiding 
any fresh wound, and never curetting. 

It is more than a fair question if puer- 
peral sepsis gives symptoms in the stage 
when it can in any sense be considered a 
local infection. The time is long since past 
when any one expects to remove the entire 
local focus of infection. All that one can 
hope to accomplish is to remove necrotic 
secundines and blood-clot, and allow drain- 
age. Antiseptic douches aside from their 
mechanical effect and in controlling hemor- 
rhage have no effect, and many prefer 
sterile water or normal salt solution. Local 
antiseptic applications of iodine, carbolic 
acid, are suggested and may be of some 
value. Packing the uterus with iodoform 
gauze controls the hemorrhage and insures 
the complete expulsion of débris when 
removed some hours later. 

If one is sure that the membranes and 
placenta are expelled intact and the uterus 
is not enlarged or boggy, there is little to 
be gained by intrauterine interference. On 
the other hand, if the case is seen early with 
a history of incomplete abortion or retention 
of secundines, or there is an enlarged boggy 
uterus with a patulous cervix, it is safe to 
assume the presence of dangerous decom- 
posing material which is better out than in. 
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It is a comparatively simple matter to 
secure its expulsion by packing or to 
remove it manually, or by means of a large, 
blunt irrigating curette, taking every pre- 
caution to avoid any break in the mucous 
membrane. The finger is the safest instru- 
ment, but it is not always possible to explore 
the cavity by this means. There is nothing 
positively wrong in the word “curette,” but 
in the light of present ideas one hesitates to 
speak of it. However, if used at the proper 
time—.e., early, and properly—it is a valu- 
able aid in emptying the uterus. We must 
have no idea of removing diseased endo- 
metrium, and even then be in some doubt as 
to the safety of the procedure. Having 
taken cultures and emptied the uterus, there 
is nothing to be gained by further interfer- 
ence, unless for late collections of pus in the 
cul-de-sac of Douglas. The writer believes 
there is no justification for a second 
invasion of the uterus or vagina even for 
douching after the first intrauterine packing 
is removed, except possibly for hemorrhage, 
which should rarely be necessary. From 
now on we must treat our patient for gen- 
eral sepsis, unless there be local abscesses 
which can be opened. To be thought of 
are: postural treatment to secure drainage, 
knee-chest or Fowler’s ; hydrotherapy proc- 
toclysis, hypodermoclysis, large-amounts of 
fluids by mouth, free feeding, stimulants, 
fresh air, sun porch, etc. Tonic doses of 
ergot probably aid in securing efficient 
uterine contractions. 





SUGAR SOLUTION BY PROCTOCLYSIS 
IN POSTOPERATIVE TREATMENT. 
BarBEE, in Northwest Medicine for Sep- 

tember, 1914, tells us that the results of his 
experience have been most gratifying. He 
is in a position to lay emphatic claim to 
sugar proctoclysis as a valuable adjunct in 
treatment where water is demanded and 
where one is unable to utilize the stomach 
for this demand. 

By careful observation and comparison 
we are assured that postoperative shock is 
lessened, the circulation quickly equalized, 
vomiting diminished, thirst allayed, perspir- 
ation induced, kidney excretion’ increased, 


satisfactorily absorb the solution. 


177 


gas eliminated, ileus less common, and, as 
in most of these cases in which the stomach 
cannot be utilized for several days, a valu- 
able food element is constantly absorbed. 
These facts tally closely with the results 
obtained by Jacobson in the treatment of 
eclampsia, where Czsarian section was 
done. 

Thus far the writer has met with only a 
few instances in which the patient did not 
The 
most of these could be charged directly to 
faulty technique in the use of the “Murphy 
drip.” 

Plain water per rectum is slowly ab- 
sorbed. Salt solution is more rapidly 
absorbed but is slightly irritating, and salt 
is contraindicated in many cases. Sugar- 
water is rapidly absorbed, is practically non- 
irritant, and seems to exercise a general 
stimulating effect. 

The food value of cane-sugar is 4 large 
calories per gramme. The endosmotic 
equivalent of cane-sugar is 17.1. The 
strength of the solution used is 15 gm. of 
cane-sugar to 1 liter of water. It is admin- 
istered by the (Murphy) drop method at 
the rate of 30 to 40 drops per minute. The 
rate may be increased or diminished accord- 
ing to the patient’s need for water, or 
according to the rate of absorption. This 
rate will use approximately three quarts of 
the solution in twenty-four hours. The 
approximate caloric value of the contained 
sugar is 200 large calories. 

It is an open question as to how this 
cane-sugar is utilized by the body. If it be 
not converted and actually used as food to 
the tissues, then its presence in the blood- 
stream acts as a tonic to the entire system. 
Landois states that cane-sugar injected 
under the skin is excreted as such by the 
kidneys. Repeated urine examinations in 
many of the cases of this series fail to 
show its presence in the urine. In two of 
the cases of gastroenterostomy, for instance, 
the solution ran continuously for seven 
days. Nourishment in no other form was 
given. The patients did not complain of 
the slightest hunger, kept their weight, and 
no sugar appeared in the urine. These 
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results led the writer to believe that the 
sugar administered by rectum is converted 
into glucose and utilized by the tissues. 

The sugar-water is started as soon as the 
patient is put into bed from the operating 
table. If there be much shock, if the 
patient be deeply anesthetized, or if vomit- 
ing, he is left flat until the position can be 
altered to a low Fowler, in which position 
proctoclysis is most successful. There are 
many conditions in which the patient must 
remain flat, but the great majority may and 
should receive some elevation at the head. 
Within a short time the pulse increases in 
volume, the skin becomes warm and moist, 
followed by free perspiration, there is much 
less or no thirst, vomiting is lessened, kidney 
excretion increased, and gas escapes. When 
these results are obtained and maintained, 
we are past postoperative shock and the fear 
of ileus. With a few excentions these 
results follow the use of sugar solution by 
proctoclysis. 





THE TREATMENT OF NERVOUS 
SYPHILIS. 

Writing in the Saint Paul Medical Jour- 
nal for September, 1914, Batt points out 
that since our conception of what must be 
accomplished in the successful therapy of 
nervous syphilis has been made clearer 
progress in the treatment has naturally 
followed. It is only within the past year 
that one has been able to speak confidently 
of definite clinical improvement in such 
diseases as tabes and paresis without the 
fear of being regarded as unreliable and 
boastful. At present, however, those who 
have used salvarsan and mercury in an 
intelligent manner, in both of these condi- 
tions, know that their course may be 
materially improved and for a time at least 
often brought to quiescence by the skilful 
administration of these remedies. The 
key-note to success seems to lie in the 
intensive and combined administration of 
both. Later observation has thus far con- 
firmed it. The intensive method of treat- 
ment, in its present sense, means the giving 
of moderate doses of salvarsan or neosal- 
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varsan, beginning with 0.2 or 0.3 and 
gradually increasing at intervals of three or 
four days until 3 or 4 grammes of the 
preparation have been administered. Dur- 
ing this period, mercury in some form 
should also be given, preferably by inunc- 
tion or injection in the intervals between 
the salvarsan. Kaplan advises giving 0.45 
neosalvarsan every two days until five 
injections are given, and on the intervening 
days two inunctions of mercury. This 
treatment may be repeated at varying inter- 
vals, depending on the condition of the 
patient. He says the intensive method 
shows a distinct advantage over other 
methods of giving salvarsan, as it shows 
results, both clinically and_ serologically, 
superior to any that have come to his 
knowledge up to the present time. 

Dreyfus says the total amount of the dose 
and the duration of the first treatment must 
depend upon the patient. No hard and 
fast rule can be laid down. He gives 
usually from 4 to 5 grammes of salvarsan 
within a period of from six to eight weeks, 
together with mercury on the days free 
from salvarsan administration. This con- 
stitutes one course of treatment which may 
be repeated at intervals, as occasion re- 
quires, much in the same manner as we 
formerly were in the habit of repeating 
courses of mercury. Nonne, after a year’s 
experience with this method, does not wish 
to express an opinion as to the value of it 
until he has had another year’s observation. 
He is able to say, however, in the cases in 
which he has followed this method, that 
thus far he has seen no progression of 
symptoms. Where it becomes necessary to 
give salvarsan, or neosalvarsan, so fre- 
quently and for so long a period, simplifica- 
tion in the technique is important. Recently 
following a method of Wechselmann, who 
reported on 7000 injections made according 
to it, the writer has administered the neo- 
salvarsan in the following manner: 

One-half the full dose of neosalvarsan 
0.45 is dissolved in %4 Cc. of a sterilized 
0.7 salt solution. This is then injected as 
nearly as possible at the upper part of the 
nates, in the loose tissue between the subcu- 
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taneous fat and fascia. Care should be 
taken not to make the injection into the 
substance of the muscle. The writer’s 
experience with this method has proven to 
be simple, effective, and absolutely devoid 
of any ill after-effects such as sometimes 
follow the giving of salvarsan intraven- 
ously. The pain of the injection is rarely 
severe, and when induration occurs, which 
is not frequent, it is slight in character and 
soon disappears. 

It has been shown by the reports to 
Wechselmann, Sicard and Block, Zaloziecki, 
Kaplan and others, when salvarsan or neo- 
salvarsan is given in an intensive manner, 
after the third or fourth injection it can be 
readily detected in the spinal fluid, showing 
that it is possible to influence the entire 
nervous system by this manner of therapy. 
Kaplan says the presence of arsenic in the 
fluid puts all controversy as to the modus 
operandi of the negativing forces to an end. 
It simply attacks the microdrganisms in 
situ. 

The intraspinous or endolumbar admin- 
istration of salvarsan is also recommended 
in the treatment of nervous lues. The prin- 
cipal reasons given for selecting this route 
for the introduction of salvarsan at present 
do not seem to be valid. First, it has 
been said that salvarsan introduced into the 
blood does not penetrate through the 
meninges and choroid plexus, and, there- 
fore, the brain and spinal cord cannot be 
influenced by the administration of it in 
this manner. If one stops to consider that 
the blood supplies all living tissues with 
nourishment, and any agent introduced into 
its current and dissolved must, as a matter 
of course, go where it goes, the absurdity 
of this statement at once becomes apparent. 
Its inconsistency is further shown in the 
fatal cases of encephalitis hemorrhagica 
occurring occasionally soon after an intra- 
venous salvarsan administration, and due to 
an acute arsenical intoxication where a 
swelling and inflammation of the entire 
brain cortex is found. The claim has also 
been made that the intraspinous treatment 
exercises a greater influence on the sero- 
biological reactions in the spinal fluid than 
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any other method. According to Kaplan, 
who has had a large experience in the 
neurological institute in New York, this 
statement does not coincide with his obser- 
vation. 

In order to determine the influence alone 
of the regular withdrawal of a certain 
amount of the spinal fluid on these reac- 
tions, an interesting experiment was 
recently made at the State Hospital for the 
Insane, at Warren, Pa. Six cases of 
paresis were treated, at stated intervals, 
with intraspinal injection of salvarsanized 
serum. Six received no treatment what- 
ever except the withdrawal, at the same 
time, of the same amount of spinal fluid 
which was taken from the treated cases. A 
comparison of the serobiological findings in 
the two series of cases showed that the sim- 
ple withdrawal of the spinal fluid had 
exercised as much influence on these 
reactions as the salvarsanized serum. The 
best one can say for the intraspinous 
method at present is that it is in an 
extremely experimental stage. The clinical 
reports of patients who have been treated 
by it are conflicting, and many unfavorable 
results, as well as fatalities, are reported 
following it. In its present state of devel- 
opment it is certainly only to be recom- 
mended in selected cases in which an 
intelligently administered intensive method 
has failed. 





MODERN PSYCHIATRY AS RELATED 
TO THERAPEUTICS. 

May, in the Albany Medical Annals for 
September, 1914, reminds us that it is only 
a short time since excitement or violence on 
the part of the insane invariably called for 
hypodermics of morphine and hyoscyamine. 
Sleeplessness was treated universally in the 
asylums by chloral, paraldehyde, trional, 
sulphonal, or opium. Many general practi- 
tioners are still inclined to resort to bro- 
mides at the first indication of mental 
disturbances. The text-books of a few 
years ago all call attention to the value 
of ergot in the treatment of insanity. 
Potassium iodide was also considered to be 
very valuable in certain non-syphilitic con- 
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ditions. The violent cases were locked in 
strong rooms and left to their own devices. 
Strong sheets and camisoles were exten- 
sively used. 

With the advent of the modern era in 
medicine, these forms of treatment have 
largely disappeared and our conception of 
insanity has materially changed. The influ- 
ence of the moon on the mind is no longer 
recognized, and the words “lunacy” and 
“lunatic” have been relegated to the past. 
The custodial character of the asylum has 
been replaced by the more advanced thera- 
peutic procedures of the modern hospital, 
and the horrors of the madhouse are now 
only an unpleasant memory. The hospital 
to-day is the center of pleasant surroundings 
and is provided as far as possible with 
homelike atmosphere, books, pictures, and 
flowering plants. Rugs and curtains are 
as conspicuous by their presence as they 
formerly were by their absence. Music, 
recreation, and employment relieve the 
monotony and dreariness of life. The in- 
mate of former years has now attained to 
the dignity of a patient in every sense of the 
word. 

It is not, however, to be assumed that as 
a result of a more definite understanding of 
the psychoses, the symptomatology of in- 
sanity has radically changed. We still have 
to do with the excitements and must provide 
proper care for the cases formerly referred 
to as “disturbed.” The strait-jacket has 
been discarded and replaced by hydrothera- 
peutic treatment. Mild cases of excitement 
are often controlled by hot or cold packs. 
An important part of the armamentarium 
of the psychopathic hospital is the prolonged 
bath. In this form of treatment patients 
suffering from acute excitement are sub- 
jected to the so-called prolonged bath at a 
temperature ranging from ninety-six to 
ninety-nine degrees Fahrenheit, for a period 
varying from several hours to several days, 
and frequently with most excellent results. 
The water in the tub is controlled by a 
mechanical contrivance permitting a careful 
regulation of the temperature. Special 
provision is made for the escape of excreta, 
and it is not necessary to remove the patient 
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from the tub for any purpose until the 
object of the treatment is obtained. Nour- 
ishment is administered at proper intervals, 
and the patient often goes to sleep. The 
skin may be protected by the application of 
an oil to prevent maceration. 

The continuous warm bath furnishes us 
with the best means at our disposal for con- 
trolling, excitements in the insane. A 
properly equipped and complete hydro- 
therapeutic outfit is now an indispensable 
feature of the modern hospital for the 
insane. The hot-air bath is used, and the 
various forms of shower, spray bath, 
douches, sitz baths, etc., are all indicated 
under certain circumstances. Hydrother- 
apy is used for its eliminative as well as its 
tonic effect, and in each case the treatment 
is prescribed by a physician and adminis- 
tered by a competent and experienced 
attendant. The hydrotherapeutic equip- 
ment includes rest and dressing rooms as 
well as rooms for massage, an important 
adjunct to the hydrotherapeutic procedures. 
Material benefit is to be expected in the 
hydrotherapeutic treatment of alcoholism, 
drug and toxic psychoses, infective-exhaus- 
tive cases, hysterical and neurasthenic 
psychoses, occasionally cases of dementia 
precox and involutional melancholia. Elec- 
tricity is beneficial in the neurological condi- 
tions which are so often to be found in the 
hospitals for the insane. 

The occupation of patients, which was 
instituted originally in the asylums for 
purely industrial and commercial purposes, 
has become one of the most important 
therapeutic factors. It has been found that 
many cases of dementia precox of long 
standing and apparently far advanced in 
mental deterioration can be greatly benefited 
by a systematic form of reéducation. These 
methods are graduated in character and 
adapted largely to the individual cases. 
The patients are first interested in music, 
singing, simple forms of calisthenics and 
drills, dancing, basket ball, and games. 
These preliminary steps lead gradually to 
sewing, basket making, embroidery, fancy 
work, artificial flower making, rug weaving, 
brass work, etc. Many are enabled later to 
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adapt themselves to work in the various 
industrial departments of the hospitals and 
assist in making shoes, brooms, brushes, 
mats, etc. The mental improvement in 
many cases goes hand in hand with the 
physical improvement and a renewed inter- 
est in their surroundings. A considerable 
percentage are able to return to their 
former occupations and make permanent 
recoveries. 





CONCERNING THE PRESENT-DAY 
TREATMENT OF SYPHILIS. 

The St. Paul Medical Journal for Sep- 
tember, 1914, sums up this very important 
subject in the following words: 

Since the discovery of the microdrgan- 
ism of syphilis by Schaudinn and Hauf- 
mann, the discovery of the complement fix- 
ation blood test by Wassermann, and final- 
ly the discovery of salvarsan and neosal- 
varsan by Ehrlich, all within a period of ten 
years, our knowledge of syphilis and our 
methods of diagnosis and treatment have 
undergone a complete revolution. It is now 
possible to make a positive diagnosis of the 
disease at a much earlier time in its his- 
tory than was formerly the case, and we 
are frequently able to either prevent or to 
cut short many of the most serious and 
hideous symptoms of its early stages. All 
this marks a tremendous advance, probably 
a greater advance than has been made in 
our knowledge of any other disease during 
the last fifty years.. There is, however, one 
feature in regard to syphilis, and a most 
important one to the patient, that has not 
been much, if at all, influenced by all this 
new knowledge concerning the disease. We 
refer to the matter of prognosis. The ques- 
tions most frequently and anxiously asked 
by the patient are, “Can I positively be 


cured? How long must the treatment be 
continued? May I safely marry, and 
when ?” 


Are we in any better position to answer 
these questions now than we were before? 
In the writer’s opinion we are not. We 
can promise the patient that certain symp- 
toms will rapidly disappear, and they can 
probably be kept from reappearing. We 
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can promise him that if he is faithful to his 
treatment he can be carried through the 
active period of the disease with little or no’ 
discomfort, and that he may in time be 
given permission to marry with reasonable 
safety, so far at least as either the com- 
municability or the inheritability of the dis- 
ease is concerned. But we cannot, at least 
in the opinion of the present writer, give 
our patient permission to marry any 
sooner than we could before the days of 
salvarsan. 

Many overenthusiastic writers speak of 
curing their patients with a course of four 
or five salvarsan injections, supplemented 
perhaps by a brief but intensive course of 
mercury. They talk glibly about the Was- 
sermann test remaining negative for several 
months and claim that this shows that the 
patient is cured. But unfortunately the spi- 
rochetze are the most elusive of all the 
microOrganisms ; the same old lesions that 
we had to deal with in former days have a 
way of turning up most unexpectedly, and 
after a long period of negative Wassermann 
reactions a positive one sometimes appears, 
and to all intents and purposes the patient 
is no better off than if he had not had sal- 
varsan at all. True, salvarsan is our most 
powerful weapon against the disease, and 
until something better is discovered we 
must regard it as the sheet-anchor in treat- 
ment; but salvarsan is not a cure for spyh- 
ilis, and while salvarsan and mercury to- 
gether give better results to the majority of 
patients than did mercury alone, the best 
authorities will probably admit that mer- 
cury alone properly used is far more val- 
uable than salvarsan alone. The wise 
physician will advise his patients that they 
must remain under observation and treat- 
ment for a period of not less than three 
years, and that they may not marry for 
five years after the beginning of the dis- 
ease, and then only when they have im- 
plicitly obeyed all the rules of treatment 
and have remained without symptoms and 
with a negative Wassermann for two years. 
True, cases have been reported in which an 
apparent cure has been effected after one or 
two injections of the salvarsan and no other 
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treatment. Cases have even been reported 
in which a reinfection has taken place after 
a single salvarsan injection and no other 
treatment. 

We cannot always explain these occur- 
rences, but we know that similar ones hap- 
pened in the pre-salvarsan days. We must 
remember that syphilis is apparently, in 
some individual cases, a self-limited disease 
and that occasionally the individual shows 
such great resistance that the disease runs 
but a brief course. Undoubtedly there have 
been very many instances in which syphilis 
has run its course entirely untreated and the 
individual has escaped all serious symptoms. 
So that, in estimating the effect of treat- 
ment in unusual and atypical cases of syph- 
ilis we must bear in mind the fact that in- 
dividual resistance must be reckoned with 
as playing often an important part. We 
do not in the least wish to belittle the value 
of the present-day methods of treating 
syphilis, but rather to caution against plac- 
ing too much reliance upon any one method, 
and also against being deceived by the 
rapid disappearance of visible signs of the 
disease and by laboratory reports of a nega- 
tive Wassermann reaction. We must ever 
bear in mind that syphilis is a most treacher- 
ous enemy, that repeated negative Wasser- 
manns may be found during the active 
stages of the disease, and above all that we 
can never say positively that a patient is 
cured. There is no disease concerning the 
prognosis of which we must exercise so 
much caution as syphilis. 





A RATIONAL DIET FOR TYPHOID 
FEVER. 

CoRNWALL in the Medical Record of Oc- 
tober 3, 1914, makes a report on two hun- 
dred consecutive hospital cases of typhoid 
fever well fed. 

The treatment other than dietetic of the 
200 cases of typhoid fever, whose report 
forms the basis of this paper, was con- 
servatively symptomatic. For high temper- 
atures, cold or tepid sponge baths were 
given during the first three years of the 
period, but not during the last year; during 
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the last year no attempts at reducing the 
fever were made, either by cold water or by 
other agents. For diarrhea and tympanites, 
the diet was reduced to barley-water alone, 
or water alone, or all food was temporarily 
discontinued. For intestinal hemorrhage, 
the diet was reduced to barley-water alone, 
or all food was temporarily discontinued, 
and opiates were given, and usually calcium 
lactate or chloride also. For perforation of 
the intestine, all food was discontinued, and 
the case was referred to the surgeons for 
operation. For restlessness and delirium, 
bromides were given, rarely opiates. For 
myocardial weakness, strychnine and stro- 
phanthus were given in small doses. For 
constipation, a simple soap-suds enema was 
given every second day. 

The following clinical observations were 
made on the cases in this series : 

1. The proportion of cases showing se- 
vere types of the disease, taking in account 
the entire period of over four years and 
the whole number of cases, appeared to be 
about the average found in general hos- 
pitals with public services in poor parts of 
the city. 

2. Tympanites was practically unknown 
in this series of cases. If a patient came 
into the hospital with tympanites, unless he 
was moribund, it soon disappeared. This 
was one of the most striking observations 
made in connection with the use of this 
diet. It is interesting and instructive to 
compare with this series of 200 cases, in 
which tympanites practically did not occur, 
a series of 100 cases treated by the writer 
in the same two hospitals between July 8, 
1906, and August 31, 1908. In that earlier 
series of cases, which were treated essen- 
tially in the same way as the present series 
with the exception of the diet, tympanites 
was a prominent symptom, occurring to a 
notable degree in nine cases; and the mor- 
tality in that earlier series was 14 per cent 
as against 9 per cent in the present series. 

3. Intestinal complications were less fre- 
quent than was to be expected from the 
average severity of the cases in this series. 
Intestinal hemorrhage was noted in nine 
of the 200 patients, of whom three died, 
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and perforation of the intestine occurred in 
two, both of whom died. In the earlier 
series of 100 patients cited above for com- 
parison, who were fed on a different diet, 
intestinal hemorrhage was noted in seven- 
teen, of whom ten died, and perforation of 
the intestine in two, both of whom died. 

4. High fever and delirium, and also ex- 
tension of the febrile course to four or more 
weeks, occurred with unusual frequency in 
the epidemic of the last of the four years 
which this series covers, yet the mortality 
in the cases of that last year was less than 
in those of the preceding three years: only 
two patients died out of sixty who were 
treated between June 15, 1913, and August 
12, 1914, and both of these were moribund 
on admission to the hospital, dying, one in 
two days of pericarditis, and the other in 
five days of myocarditis. It is interesting 
to note that the use of cold water applica- 
tions to reduce the fever, which previously 
had been a routine procedure, was discon- 
tinued. The patients seemed to do better 
without the antipyretic treatment; cases 
showing severe types of the disease were 
common, but they were unusually free from 
complications. 

5. Marked emaciation was not a promi- 
nent symptom, except temporarily in cases 
with extreme toxemia. Twelve patients 
who were admitted to the Norwegian hos- 
pital between September 10, 1913, and Oc- 
tober 25, 1913, were weighed when they 
were discharged from the hospital, which 
was as early in convalescence as could be 
considered reasonably safe. These twelve 
patients were not selected cases, but were 
taken in regular order, with the exception 
of two who escaped from the hospital be- 
fore they could be weighed. They showed, 
on the whole, a rather severe type of the 
disease, a type which prevailed largely in 
the epidemic of 1913, and was characterized 
by a prolonged febrile course; the fever in 
these twelve cases, including recrudescences 
in two cases, averaged in duration 34.5 
days. The average weight of these twelve 
patients when discharged from the hospital 
was 138 pounds, and their average height 
was 5 feet 6% inches. Seven of them were 
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able to tell what was their regular weight in 
health; it averaged 144 pounds, and their 
average weight when discharged from the 
hospital was 137.5 pounds. 





OTORRHEA. 


WHALE, in the Practitioner for Septem- 
ber, 1914, discussing the subject of otorrhea, 
states that in general terms it may be said 
that a flow of cerebrospinal fluid or copious 
blood must be dammed; a flow of serum or 
pus, never. The treatment of a flow of 
cerebrospinal fluid or blood is that of the 
underlying cause. The same applies to the 
serous discharges, except the commonest of 
these, that due to acute serous otitis media ; 
of this, again, the treatment is similar to 
that of acute suppurative otitis media. So 
that the writer’s discussion of treatment will 
bear only on that of purulent discharges. 

(a) Furunculosis—A cathartic and tonic 
régime is instituted. The ear is not syringed 
at all, but frequently swabbed out with 
glycerite of carbolic acid, 1-10, on a wool- 
covered probe. Fomentations may be neces- 
sary for the pain. A vaccine should be 
given. This preparation should be, by pref- 
erence, autogenous. But as the organism 
is invariably staphylococcous pyogenes 
aureus, a mixed stock staphylococcus cul- 
ture is generally used. A beginning is made 
with what may seem inadequately small 
doses, such as 5,000,000 in an adult, other- 
wise a large crop of boils on the neck and 
body, and, still worse, in the other ear, may 
result. When the condition abates, boric 
acid may be insufflated into the ear. 

(b) Acute Suppurative Otitis Media.— 
The patient should be purged, kept in bed, 
and given fluid diet. If, as is common, the 
perforation provides insufficient drainage, 
a bold cut is made, traversing the perfora- 
tion, parallel to the handle of the malleus, 
and extending from the lower limit of 
Schrapnel’s membrane above nearly to the 
annulus tympanicus below. With such a 
free opening, the tension of the radial elas- 
tic fibers of the drum is weakened by dif- 
fusion over a large surface, and the edges 
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approximate and heal sooner ; whereas with 
the minute puncture which nature usually 
makes, this tension keeps the hole gaping 
and hinders healing. Whether myringo- 
tomy is performed or not, the ear is kept 
clean with the wool-probe, and syringed as 
little and as gently as possible, to encourage 
healing. 

In favorable cases the discharge rapidly 
abates, and within a fortnight the drum 
heals. If, either because from the virulence 
of the infection a large part of the drum 
and ossicles are destroyed, or owing to the 
existence of any of the causes of chroni- 
city, this rapid healing does not occur, the 
case becomes chronic. 

(c) Chronic Suppurative Otitis Media.— 
The pus, if inspissated, is softened by warm 
hydrogen peroxide drops, strength 10 vol- 
umes, and the ear is syringed with mercuric 
iodide 1:4000; lysol, one drachm to the 
pint ; lotio rubra; or tincture of iodine, half- 
drachm to the pint. If attic disease exist, 
the curved attic cannula, passed through 
the perforation, is used. Granulations are 
burnt down with chromic acid, or, if poly- 
poid, are snared. 

After a few weeks of such treatment, 
purulent discharge should cease or be in- 
significant, and a healthy pink mucosa show 
through the perforation. At this stage 
warm alcohol in drops, beginning at 50 per 
cent, increasing to 90 per cent, may be used 
to dry the parts and encourage the per- 
foration to close. 

In cases of very long standing perfora- 
tion, with no discharge, the thick rounded 
edges of the hole require freshening before 
healing will occur. This may be done with 
a minute deliquesced crystal of trichlorace- 
tic acid on a small probe. In many cases 
this inaugurates healing. 

By the adoption of the course of treat- 
ment outlined for all cases of “running 
ears,” some will be cured in a few weeks, 
while others will drag on interminably. 
Why is this? What are, in fact, the causes 
of chronicity in otorrhea? They are: 

1. Insufficient drainage, due to—(1) 
Omission of myringotomy after a small per- 
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foration in acute cases. (2) A collection of 
pus, or a cholesteatoma, in the attic. (3) A 
similar collection of pus or granulations in 
the antrum. (4) More rarely, a small un- 
drained focus of pus in Prussak’s space. (5) 
Metaplasia of the tympanic lining mucous 
membrane; the cilia which normally serve 
to clear the tympanum are absent, the cells 
being low cubical, or even squamous. 

2. Chronicity of the infection, for in- 
stance, in tuberculosis. 

3. Repeated infection by way of the 
Eustachian tube in cases of nasal obstruc- 
tion, or, more especially, adenoids. 

The operations for otorrhea are: 

A. For acute cases: (1) Myringotomy 
(paracentesis). (2) If the mastoid antrum 
is involved, the Schwartze operation. The 
essentials of this are that the antrum is ex- 
posed and cleaned out; all communicating 
cells are opened widely into it, and its walls 
leveled down. Drainage is established 
through the postaural wound. 

B. For chronic cases: (1) Ossiculec- 
tomy. The contents of the middle ear, ex- 
cept the stapes, are entirely removed, with 
the drum. After this operation hearing 
is expected to be better than that following 
a radical procedure. But often this is not 
so, and the radical operation has eventu- 
ally to be done after ossiculectomy, to drain 
the antrum and attic. As part of the ossi- 
culectomy operation, the outer attic wall 
is sometimes resected. (2) The Stacke 
radical operation. In this, in addition to 
the maneuvers outlined as constituting the 
Schwartze operation, the bridge of bone, 
forming the posterior osseous meatal wall 
and the ridge overlying the facial nerve, is 
cut so as to throw attic, tympanum, and 
antrum into one cavity. The middle ear is 
cleared of all of its contents save the stapes, 
and lightly curetted; the Eustachian orifice 
burred, curetted, or cauterized, to make it 
close up; and a flap of one or other form cut 
here through the concha, into or through 
the crus of the antihelix. The postaural 
wound is closed, and drainage instituted 
through the external meatus from one com- 
mon cavity. 
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The cases likely to require the radical 
operation are: 

1. Those of long duration. 

2. Adults. 

3. Cholesteatomata not yielding to attic 
irrigation. 

4, A middle ear showing no granulations 
or polypi, but a large perforation which 
gives ample drainage to a discharge which 
does not abate; while the tympanum shows 
a pale (metaplastic) mucosa; and adenoids 
or nasal obstruction are not found. 

5. An ear showing a thin strip of granu- 
lations along the posterior wall of the tym- 
panum, from the aditus downward: because 
such are usually the overflow of purulent 
granulations in the antrum. 

6. The radical operation is nearly always 
necessary as a preliminary to dealing with 
intracranial complications of otorrhea. 

The cases less likely to require radical 
operation are: 

1. Traumatic cases. 

2. Recent cases. 

3. Children. 

4, Cases in which adenoids or nasal ob- 
struction coexist; the correction of such, 
with patient lavage of the ear, often effects 
a cure. 

5. Cases with massive granulations or 
polypi. These cases, which at first sight 
might appear to call loudly for radical meas- 
ures, are often quick to resolve after the 
removal of the granulations or polypi. 





THE MEDICAL USES OF WATERS AND 
BATHS. 

The British Medical Journal of July 4, 
1914, quotes ForTESCUE, apparently with 
approval, along the following lines: 

Many local cooling applications can be 
used with much advantage in fevers and 
other acute diseases, and for inflamed or 
injured parts. In addition to their sedative 
effect on the general circulation, as shown, 
for example, in cases of hemoptysis and 
gastric hemorrhage, they have a marked 
decongestive effect on inflamed areas, con- 
trasting with the congestive effect of heat, 
hot air, etc. On the whole, therefore, cold 
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is more appropriate for acute and heat for - 
chronic maladies. In the cooling treatment 
of fevers too much cold has frequently been 
employed. The intention has been the stim- 
ulation of the nerve centers and of the 
heart. The prevention of fever is wrong. 
In practice the lower limit of temperature 
in a bath in fever should seldom pass 65° 
F. The best indication for cooling baths in 
fever is not pyrexia, but a flushed skin, 
dicrotic pulse, and low arterial pressure. 

Subthermal baths (98° to 90° F.) have a 
marked sedative effect upon the whole 
nervous system, peripheral and central, and 
through it on the circulation and nutrition. 
They therefore have a wide scope in 
nervous and mental and circulatory affec- 
tions, in convalescence, debility, and old 
age, and are the most valuable of all medical 
baths. 

Thermal or resolvent baths (98° to 105° 
F.) are intended to increase the superficial 
circulation and that of comparatively super- 
ficial parts—joints, muscles, fibrous struc- 
tures, etc.—to increase metabolism, and to 
diminish the loss of heat. They intensify 
all tissue reactions in the parts operated 
upon, stimulate sluggish changes, and pro- 
mote absorption. Unless followed by cold 
applications, they are liable to produce 
“thermal debility.” 

Hyperthermal or intensive baths (105° to 
120° F.) are used to produce the highly 
stimulating effect of brief applications of 
heat. They are a most valuable stimulant 
in the collapse of febrile cases, and as foot- 
baths in many chronic conditions. 

Many thermal and subthermal effects can 
be best induced by the douche, in which the 
influence of the pressure and mechanical 
stimulation is added to that of heat. 

The great principle (often neglected in 
practice) of cold after heat is illustrated by 
the baths of the Greeks and Romans, the 
Slavonic and Northern and Celtic races. In 
all of these heat was used to make the body 
tolerant of cold, as in fever, and it is sur- 
prising what extreme degrees of cold can 
be tolerated after application of heat. The 
best form of cold bath is preceded by heat, 
and this should always be the practice for 
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old persons and children, for invalids, and 
in the case of school baths. 

Thermal debility, as seen after hot baths, 
is a condition strictly comparable to that 
produced by hot moist climates. Beginning 
with want of fitness, languor, and accelera- 
tion of the pulse, it may proceed to heat- 
stroke or acute cardiac failure. This sec- 
ondary reaction to heat is the most serious 
danger of all bath treatment. 

Medicinal springs are often to be rec- 
ommended to those who never otherwise 
drink water. The differentia of the various 
springs is but imperfectly revealed by chem- 
ical analysis. The presence of dissociated 
ions, of colloidal metals, with an action an- 
alogous to that of ferments, and of known 
and unknown physical properties, such as 
radioactivity, probably enter into the action 
of many springs, and in some of the most 
dilute waters it is probable that free 
motility of the particles favors their 
action. 

Waters of natural heat (subthermal, 
thermal, or hyperthermal) seem to exert a 
different action from ordinary hot baths. 
They should be chosen largely according 
to their position in the scale of thermality, 
according as a sedative, stimulant, or in- 
tensive effect might be desired. 

Sulphur waters present dilute solutions 
of sulphides, probably in a colloidal condi- 
tion and in a form not otherwise available 
in medicine. Experience seems to show 
that in many chronic diseases, such as gout 
and chronic articular rheumatism, they 
have an intensive and almost a specific ef- 
fect, possibly to be explained by their action 
upon intestinal toxemia. 

Muriated springs bring into the body one 
of its natural constituents, which is inti- 
mately concerned in osmosis. Their helpful 
action in weak and catarrhal conditions of 
the gastric and intestinal mucous mem- 
branes is assisted by free carbonic acid gas. 
Applied externally, salt baths, as at Droit- 
wich, provide one of the most powerful 
forms of cutaneous stimulation, which, 
when combined with heat, is of great 
service locally and generally for myositis, 
fibrositis, gout, rheumatism, and for “scrof- 
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ulous” and convalescent young. people (as 
at the famous “Liman” cure in Southern 
Russia). 

Effervescing baths (with or without salt) 
combine two forms of surface stimulation— 
the thermal effect of gas and the antither- 
mic effect of water, exerted on innumerable 
shifting and contiguous minute areas of the 
skin. There results an interesting form of 
gymnastics of the surface circulation, be- 
longing only to these baths. The sedative 
and stimulant effect upon the heart pro- 
duced by such baths is among the best at- 
tested facts in medical hydrology. 

Calcareous or diuretic waters are de- 
servedly coming into increasing vogue. In 
addition to their stimulating effect upon the 
gastrointestinal tract and their use in urin- 
ary calculus and gravel, they often relieve 
gouty states, and especially chronic high 
arterial tension, by their action as elim- 
inants. 

The choice of spas should be guided not 
only by the effect of the waters, but by the 
climatic character, altitude, and scale of 
thermality of the health resort. Some in- 
valids require the warmth and shelter of 
valleys and forests. Many warm sedative 
spas are to be found in the Rhine Valley 
and in France. In England, Bath and 
Leamington and Woodhall Spa belong to 
this category. Or, again, for other persons 
the moorland or hillside resort is prefer- 
able. To this class belong Llandrindod, 
Buxton, Harrogate; and abroad, the spas 
of the Auvergne, of the Vosges Mountains, 
and Bohemia. For yet another group of 
patients the mountain resorts are indicated, 
such as Gastein, Leukerbad, or the Pyre- 
nean spas. Lastly, a large number of deli- 
cate and elderly persons derive great ben- 
efit from northern climates, and from such 
spas as Strathpeffer, Laurvik, and Sande- 
fjord. 

The British health resorts, as a whole, 
provide a tonic and invigorating and brac- 
ing treatment, well adapted for particular 
types of constitution, of morbid tendencies, 
and of conditions of chronic disease. 

In cardiovascular affections heat should 
be used in a very guarded manner. In such 
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affections there is great sensitiveness to 
temperature and an abnormal liability to 
thermal debility. Neither waters nor baths 
can be used in recent rheumatic carditis ; 
but when the active process has subsided 
eliminative waters are helpful in all cases 
of acute rheumatism. The temperate douche 
holds an important place in the treatment 
of rheumatic and other cardiac affections. 
It should be employed, as at Aix-les-Bains 
and formerly at Strathpeffer, without pres- 
sure and without thermality. The results 
are often superior to those obtained from 
the effervescing bath. All the best bath 
treatments for cardiovascular disease are 
obtainable in the British Isles, and too many 
such cases are sent abroad, often with re- 
grettable results. Cases of arrhythmia, with 
sudden alternations of high and low arterial 
pressure, are among those which are best 
treated near home. Again, if it is best to 
discourage exercise, a sheltered and seda- 
tive spa should be chosen, even at the risk 
of its being called “relaxing ;’ but where 
exercise is admissible a more stimulant and 
perhaps a northern station may be chosen. 
Altitude should in any case be avoided. In 
arthritis the best results are seen in toxic 
cases affecting few joints and in the arthri- 
tis of middle life, especially where cool and 
bracing treatments are given. In the last 
stage, with failure of arterial circulation, 
hyperthermal treatments are, of course, in- 
dicated. 

Chronic nervous affections in many in- 
stances respond readily to bath treatments. 
It is surprising how old habits of invalid- 
ism and neuralgia yield to the use of cold 
douches, with or without preliminary heat. 
The neuroses of the climacteric, insomnia, 
tachycardia, Graves’s disease, can all be 
treated through the nervous peripheral or- 
gans, and cooling hydrotherapy is com- 
monly indicated. In the slighter cases of 
neurasthenia and psychasthenia the routine 
use of some well-appointed medicinal baths 
near home should especially be recom- 
mended. The health resort with its change 
of scene and occupation may be described 
as the second degree of hydrological treat- 
ment, whilst the sanatorium remains for 
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more serious cases. The experience of the 
German alienists has shown that not only 
Turkish baths and cold douches but ather- 
mal baths prolonged sometimes for many 
hours are of much value in mental affec- 
tions. 

In old age the slight failure of circula- 
tion and tightening of the arteries, the fail- 
ure in the function of the skin, the failure 
of digestion or of elimination, are just the 
conditions that are best dealt with by gentle 
and prolonged hydrological treatment in a 
suitable climate. 





RAPID RELIEF IN ACUTE LUMBAGO 
BY MANIPULATION AND ACTIVE 
MOVEMENT. 

Hai, in the British Medical Journal of 
September 26, 1914, gives his method of 

treatment as follows: 

It consists of (1) deep thumbing of the 
lumbar muscles, in process of which a pain- 
ful area is usually found either in the mid- 
dle line or to one or other side; (2) fixing 
the part of the vertebral column below this 
painful region by firm pressure of the 
thumb on each side of the spine; and (3) 
making the patient perform movements of 
flexion, acute dorsiflexion, lateral flexion, 
and rotation. The result is cure of the at- 
tack of lumbago, inasmuch as the patient is 
able to at once return to his work, and in no 
case did the writer have to repeat the pro- 
cess. 

Among the many remedies suggested by 
authorities on lumbago, remedies so varied 
as to include purgatives, diuretics, diaphore- 
sis, hot baths, Turkish baths, warm packs, 
fomentation, hot ironing, iodides, iodine, 
guaiacum and sulphur, nux vomica in large 
doses, hypodermics of morphine or cocaine, 
counter-irritation by cautery or blisters, 
electricity with massage, acupuncture and 
porous plasters, the writer only finds two 
suggestions as to movements. Romer advo- 
cates in traumatic lumbago the stretching of 
the contracted muscles and rupture of the 
adhesions by forcible movements executed 
under chloroform. And Chalmers Watson, 
in the Encyclopedia of Medicine, says: 
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“To those who cannot readily obtain the 
requisite amount of active exercise and 
fresh air desirable it is advisable to recom- 
mend the daily performance of two or three 
studied muscular movements—movements 
calculated to bring into play those muscles 
whose functions through non-use are being 
abused.” Obviously these writers are re- 
ferring to chronic cases. The writer’s 
method is, he thinks, better, inasmuch as it 
cures the condition in the acute stage, and 
prevents it from becoming chronic. 





THE USE OF SCOPOLAMINE IN 
OBSTETRICS. 

The American Journal of Obstetrics and 
Diseases of Women and Children for Octo- 
ber, 1914, contains an article on this topic 
by Roney which concludes as follows: 

1. Standard solutions are absolutely es- 
sential for the success of this treatment. 

2. No routine method of treatment should 
be adopted. Each patient should be individ- 
ualized. 

3. Facilities should be such that the pa- 
tient is not unduly disturbed. 

4. A nurse or physician must be in con- 
stant attendance. 

5. This form of treatment is carried out 
in hospitals, although there is no reason 
why it cannot be accomplished in well-regu- 
lated private homes. 

6. It does: not affect the first stage of 
labor, but the second stage is somewhat pro- 
longed. 

%. Pain is markedly diminished in all 
cases, while amnesia is present in the great- 
est number of patients. 

8. This treatment does not in any way in- 
terfere with any other therapeutic measures 
which may be deemed necessary for the ter- 
mination of labor. 

9. Fetal heart sounds must be carefully 
watched. Sudden slowing calls for imme- 
diate delivery when possible or the discon- 
tinuance of the treatment. 

10. Oligopnea was present in 15.2 per 
cent of cases. However, normal respira- 
tion was very soon established and no ill ef- 
fects were observed. 
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11. No change in the course of the puer- 
perium was observed and convalescence 
progressed very smoothly in the entire 
series. ' 

Finally, judging from the writer’s obser- 
vations and experience, he feels that this 
method of treatment should be given a fair 
trial. It is only a varied experience by com- 
petent: men that will tend to settle this ex- 
tremely interesting subject. It is the duty 
of the medical profession to set the public 
right on this important question. For the 
writer’s part he believes that this method of 
treatment robs the woman of the agonies 
of pain accompanying labor, and in addi- 
tion instils within her a feeling of confi- 
dence which materially aids her to pass 
through this trying ordeal. We must ap- 
proach this subject both from a medical and 
humane aspect. If pain can be relieved it 
is every physician’s duty to do so, and no 
effort should be spared to accomplish it. 
The comparative safety with which the 
drug may be used in competent hands not 
only justifies but compels every obstetri- 
cian to give this form of treatment a fair 
test, and to convince himself as to its 
merits. 





THE TREATMENT OF “LATE” 
HEREDITARY SYPHILIS. 

VEEDER and JEANS, in the American Jour- 
nal of Diseases of Children for October, 
1914, say that the treatment evolved con- 
sists of a combination of neosalvarsan and 
mercury. They prefer neosalvarsan to sal- 
varsan because of the simplicity of the 
technique, which is an essential factor in 
dealing with children. The neosalvarsan is 
dissolved in 1 Cc. of freshly distilled water 
for each decigram and injected intravenous- 
ly into any available vein with an ordinary 
glass hypodermic syringe. The entire prep- 
aration of the drug and syringe and the ad- 
ministration can be accomplished in from 
twelve to fifteen minutes. They made a 


number of intramuscular injections earlier, 
but soon gave them up because of the pain 
and discomfort to the patient and the ob- 
jections of the parents. 

The dose of the neosalvarsan varies ac- 
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cording to the age and clinical condition of 
the patient—as a whole they give larger 
doses than are usually advised and have had 
no unpleasant or bad results. At first the 
injections were followed in a few instances 
by nausea and vomiting, which the writers 
were inclined to attribute to the use of a 
“sterile” water instead of freshly distilled 
water, as they have not observed such 
sequelz in the last year and a half. Al- 
though it is claimed by competent observers 
that neosalvarsan is less effective than sal- 
varsan, the writers prefer neosalvarsan be- 
cause it is effective and fulfils certain essen- 
tial requirements for use with children 
which salvarsan does not. For the mer- 
curial part of the treatment they have come 
to use gray powder exclusively in the late 
cases and to a very large extent in the early 
cases. For the treatment of acute lesions 
(eruptions, ulcers, arthritides, etc.) the neo- 
salvarsan is far more effective than inunc- 
tions of mercury, while the gray powder 
gives very good results and can be given 
over longer periods of time with less dis- 
turbance than mercury in any other form. 
They have had no experience with the mer- 
curial injections which are so effective in 
the acquired form of syphilis, as intramus- 
cular injections are not practical with chil- 
dren, at least in the class of patients that 
the writers were treating. 

The course of treatment the writers use 
varies somewhat, but with the usual case 
presenting an acute lesion is in general as 
follows: Three or four intravenous injec- 
tions of neosalvarsan are given with a grad- 
ually increasing dosage two or three days 
apart. Then mercury is started, with small 
doses, which are gradually increased until 
the patient is taking a fairly large dose. In 
a few weeks this is interrupted for a short 
time and then repeated. In a number of 
cases a second and third series of neosal- 
varsan injections are given alternating with 
the mercury. The mercurial treatment is 
continued for an indefinite period of time 
according to the requirements of the indi- 
vidual case, and in general until a negative 
Wassermann reaction is obtained, if this is 
possible. 
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Forty of the seventy-four cases have been 
treated in this way and observed for a 
period of from three months to two years. 
As the cases differ so much in the types of 
lesions and length of treatment, they can- 
not be summarized to any advantage, and 
the results of treatment are best seen by ab- 
stracting a few typical cases illustrating dif- 
ferent points. The writers have given over 
two hundred intravenous injections of neo- 
salvarsan and have never observed any bad 
or unpleasant effects besides those men- 
tioned above. 





THE STERILIZATION OF POTABLE 
WATERS BY MEANS OF CALCIUM 
HYPOCHLORITE. 

In the Lancet of September 26, 1914, 
THRESH makes the following statements : 

The amount of chlorine required to ster- 
ilize a filtered water varies exceedingly, not 
only with waters from different sources, but 
with water from the same source at dif- 
ferent times. Having had to sterilize some 
millions of gallons daily for nearly two 
years the writer has found it necessary to 
make daily examinations of the raw water 
to determine the amount of chlorine to be 
added, and he is convinced that the only 
safe course in sterilizing water for troops 
is to add an excessive amount of chlorine 
and at the end of fifteen minutes remove 
the excess. In no case should less than 1 
part of chlorine be added to 1,000,000 parts 
of water, and if the water is known to be 
foul, as when derived from a polluted river, 
2, 3 or more parts should be added. 

To the various military officers who have 
recently consulted the writer on the subject 
he has made the following recommenda- 
tions : 

1. Obtain a supply of high quality chlor- 
inated lime in the 14-pound hermetically 
sealed tins. 

2. A corresponding number of _half- 
pound packets of sodium  thiosulphate. 
This salt (usually called hyposulphate of 
soda and largely used in photography) is 
nearly tasteless and combines with all the 
available chlorine in about half its weight 
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of chlorinated lime. From these the fol- 
lowing stock can be quickly prepared: 

3. Add the contents of a tin of No. 1 to 
one gallon of water and shake until uni- 
formly mixed. 

4. Add one packet of thiosulphate to one 
gallon of water and shake until dissolved. 

A gallon of solution No. 3 will sterilize 
8000 gallons of any ordinary clear well or 
river water in fifteen minutes, and if at the 
expiration of that time the one gallon of 
thiosulphate solution No. 4 be added to the 
water any excess of chlorine will be elimi- 
nated. 

In encampments the water would require 
to be sterilized in the water-carts, and 
these apparently vary in size from 100 to 
150 gallons. As one gallon of the chlorine 
solution is sufficient under ordinary circum- 
stances for purifying 8000 gallons, one 
fluidounce would suffice for 50 gallons. 
This being remembered, the quantity to be 
added to the contents of a water-cart could 
be calculated instantly by any man in charge 
who knew the capacity of the tank. The 
procedure would be as follows: Fill the 
tank with the water, filtered if necessary 
and possible, and add 1 ounce of the chlorine 
solution for every 50 gallons; mix well and 
allow to stand for fifteen minutes, then add 
a corresponding quantity of the soda solu- 
tion and again mix. The water is then 
ready for use. With a very foul or turbid 
water the writer would prefer to use a 
reagent for ascertaining whether there was 
an excess of chlorine present or not, and 
for this purpose the soloids of Messrs. Bur- 
roughs, Wellcome & Co. are indispensable. 
The writer has just tried some of these, 
which have been in his possession for years, 
and finds them as delicate as when first pre- 
pared. They would be used in the follow- 
ing manner: 

After adding the chlorine solution and 
mixing the water, pour a little into a cup 
at the bottom of which is one of the soloids. 
If there is an excess of chlorine present the 
water will become instantly distinctly blue. 
Repeat the test later, and if the chlorine has 
disappeared add a second dose of the chlor- 
ine solution, and so on until free chlorine 
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can be detected in the water at the end of 
fifteen minutes. At the expiration of this 
period add to each 50 gallons of water 1 
ounce of the soda solution, and after mix- 
ing the water will be ready for use. 

It will be observed that the writer’s sug- 
gestion differs from that of his friend Pro- 
fessor Woodhead, inasmuch as he uses the 
minimum amount of chlorine and takes no 
steps to remove any possible excess, whilst 
the writer strongly advocates the use of an 
excess of chlorine and the removal of this 
excess after it has exerted its purifying ac- 
tion. The writer’s process is the safer and 
almost certainly more simple for carrying 
out in the field. 

Possibly the word “sterilization” should 
not be used in connection with chlorine 
treatment, as many bacteria, especially in 
dirty waters, are not destroyed, but the 
process can be depended upon to remove 
any typhoid or cholera organisms which 
may be present in a water, and the same 
applies to the species of bacilli which are 
the probable causes of dysentery. 





SEASONAL VARIATION IN THE 
COMPOSITION OF THE 
THYROID GLAND. 

In the Hygienic Laboratory Bulletin No. 
96, U. S. Public Health Service, for August, 
1914, SEIDELL and FENGER state that the 
evidence for a seasonal variation in the 
iodine content, and consequently the activity 
of the thyroid gland, has been confirmed by 
analyses of samples collected during another 
one-year period. 

It has furthermore been shown that a 
regular change occurs in the phosphorus 
and ash content of thyroids, and the 
amounts of these constituents vary in- 
versely with the iodine. This is explained 
on the assumption that phosphorus does not 
form a part of the active iodine complex of 
the gland, but only of the supporting glan- 
dular tissues. An increase in the percentage 
of iodine would therefore naturally be ac- 
companied by a decrease of phosphorus. 
Consequently it appears that neither the 
composition of the active iodine complex 
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nor that of the supporting tissues of the 
gland changes with the season, but only the 
relative amounts of the two. 

In regard to the fresh weights of the 
glands the results show a more or less regu- 
lar seasonal change coincident with the 
iodine in the case of the beef and sheep but 
not with the hog. 

The results of Martin and Guyer upon 
the thyroids of English sheep confirm the 
observations of Seidell and Fenger in regard 
to the seasonal change in the activity of the 
gland. 

A consideration of the several causes of 
the seasonal change in activity of the thy- 
roid leads to the conclusion that the tem- 
perature factor is the most important of all. 





BURNS. 


WyetuH, in the Medical Record of Sep- 
tember 26, 1914, says that when a severe 
burn or scald is encountered the immediate 
indication is relief of pain by the hypo- 
dermic administration of morphine, or by 
some form of opium given by rectum or 
stomach. The most convenient local rem- 
edy is saturated solution of baking soda 
in water, with submersion of the burned 
surface, if possible, or a mixture of bicar- 
bonate of soda and corn-starch, one tea- 
spoonful of each to a quart of water. The 
dressing should be kept wet with the solu- 
tion, which is applied freely to the burned 
area. After five or six hours the free ap- 
plication of the following mixture, made 
into an emulsion, will be found beneficial: 

Ichthyol, 5ss ; 


Cotton-seed or olive oil, Oss; 
Lime-water, Oss. 


This should be continuously applied for 
the first three to five days during the first 
stage of acute inflammation. 

In order to bring about rapid repair of 
the skin the following ingredients, mixed 
thoroughly, may be used: 

Ichthyol, 5j; 
Diachylon ointment, 
White vaselin, 4a 5iij. 


If these remedies are not convenient, the 
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following may be substituted with equal 
benefit : 


Lead plaster, 
Liquid albolene, 
Lanolin, 
Vaselin, 44 3). 

These are melted together, and, when 
cooling, 40 minims of ichthyol added. 

Either of these ointments should be ap- 
plied thickly on the soft, linty side of Can- 
ton flannel, on surgeon’s lint, or on several 
layers of sterile gauze. The application 
should be repeated daily at first, after open- 
ing all blebs. In opening the blebs care 
should be taken not to remove the epidermis 
of the bleb, as this may become revitalized, 
thus greatly accelerating the healing pro- 
cess. In changing the dressing it is im- 
portant not to disturb new granulations, but 
simply to wipe over them. When healing 
is well under way the dressing need be 
changed only every second or third day. 

In the treatment of the depression or 
shock which often follows severe burns, 
stimulation with whisky or brandy, by 
enema or by mouth, is indicated, as well as 
the hypodermic injection of morphine. 
Physiological salt solution, introduced by 
the colon, or injected into the areolar tis- 
sue, is of great value when the burn is ex- 
tensive and shock profound. . It should al- 
ways be remembered that opium and alcohol 
should be given sufficiently cautiously to 
avoid too profound narcosis with the for- 
mer, and with the latter increase the fever 
reaction which follows when the patient ral- 
lies from the shock. 
the remedies 
mentioned may not be obtained, a coat- 
ing of ordinary white lead, as mixed for 
use in painting dwellings, is an efficient 
protection when poured over the burn. 
Flour sprinkled over until the excoriated 
surface is well hidden is a method of treat- 
ment which is applicable in almost any 
emergency. Rubber tissue, or oiled silk, 
sterilized and laid over the raw surface, 
with cotton batting applied over it, but 
never directly on the burned surface, is 
equally efficient. Lint, or a soft cloth, 


In an emergency, when 











192 


dipped in a 2-per-cent carbolized oil, may 
be employed directly on the burn. 

No pressure should be exercised in hold- 
ing the dressings in place. When the back 
and posterior aspects of the extremities are 
chiefly involved, the prone position is of 
necessity maintained. 





PITUITRIN. 


The Edinburgh Medical Journal for Sep- 
tember, 1914, states that Beco and PLUMIER 
(Bull. de ’Acad. roy. de méd. de Belg., 
t. xxvii, No. 10, 1914) have experimentally 
demonstrated that pituitrin causes a mod- 
erate rise of blood-pressure and reduction 
of the pulse frequently, but has no diuretic 
action. 

The increase of general pressure depends 
on vasoconstriction of the vessels of the 
limbs and viscera. It is independent of the 
general vasomotor center. 

Reduction of the pulse frequently disap- 
pears quickly on section of the vagus in 
the neck or by producing paralysis of the 
terminals of these nerves by atropine; it 
therefore appears that this reduction of the 
pulse may be dependent on excitation of 
the vagus center. 

Beco has for many months been studying 
its action clinically. 

Twenty cases of chronic myocarditis, 
with or without concomitant valvular 
lesions, and in a state of hyposystole or 
asystole, one case of Laennec’s cirrhosis of 
the liver with great ascites, and one case of 
subacute pleurisy with much épanchement, 
have been treated. 

The pituitrin was administered in four 
cases of subcutaneous injection, in two by 
intramuscular injection, in nineteen by in- 
travenous injection. The dose varied from 
0.5 to 8 Cc. The strength was 1 in 5 as 
supplied by Parke, Davis & Co.’s prepara- 
tion. 

It was used without further dilution for 
subcutaneous and intramuscular injection. 
For intravenous injection it was diluted in 
4 parts warm physiological salt solution, 
and later 1 in 6 parts, without any secon- 
dary phenomena following upon the change 

in concentration being observable. 
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The pulse and respiratory frequency, the 
volume of the urine, the arterial pressure, 
maximal and minimal of Pachon, were 
noted before and after injections. 

In nearly all cases they had occasion to 
compare the action of pituitrin with the 
cardiotonics and diuretics habitually em- 
ployed—with crystallized digitalin, theocine 
acetate, etc. 

The conclusions arrived at are that the 
subcutaneous or intramuscular injection, 
even of large doses, is very well borne. 
The action upon the frequency and rhythm 
of the pulse, upon the respiration, arterial 
tension, and diuresis is absolutely nil. In- 
travenous injections caused troublesome 
secondary phenomena 11 times out of 19. 

A very few minutes after the injection 
the patient complains of vertigo, cephalal- 
gia, sensation of flushing of the face, hum- 
ming in the ears, tendency to syncope, op- 
pression and feeling of constriction in the 
thorax, weight in the lumbar region, abdom- 
inal malaise, colic, with constant impera- 
tive desire for defecation, which proves in- 
effective. The patient is anxious, his face 
pale and covered with sweat, the extremi- 
ties are cold and cyanosed, whilst the pupils 
are normally dilated, and the axillary and 
rectal temperature does not vary. Some- 
times the patient complains of a bitter me- 
tallic taste in the mouth. 

The phenomena, which to all appearances 
are due to a peripheral vasoconstriction, are 
always evanescent. They disappear, after 
five to forty minutes, without leaving any 
evil effects. 

One constantly observes a transitory dim- 
inution, more or less marked, in the fre- 
quency of the pulse, and a transitory ac- 
celeration of the respiration. 

Fairly often the maximal arterial tension 
is raised for some hours from % to 1% 
centimeters. The minimal tension is more 
rarely affected. Sometimes it is also raised, 
but it may be depressed. The action on 
diuresis has been nil in 23 cases. In two 
cases diuresis was increased. 

Minet and Martin (L’écho méd. du Nord, 
1914, p. 193) report the result of the ad- 
ministration of pituitrin in the treatment of 
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hemoptysis. In 20 cases of hemoptysis due 
to tuberculosis in all stages, cancer, infarct 
of the lung, it was entirely successful in 19. 
Half a cubic centimeter of Parke, Davis & 
Co.’s preparation was given intramuscularly, 
and repeated if necessary. In two cases 
only a third injection was given. They had 
recourse to intravenous injection only in 
those cases in which the first intramuscular 
injection was unsuccessful. They observed 
no general or local reaction such as Beco 
or Rist observed. They attribute the thera- 
peutic action to diminution of the tension in 
the small circulation, stimulation of the 
muscular coats of the pulmonary vessels, 
and very energetic coagulant action. 





RECENT ADVANCES IN THE TREAT- 
MENT OF CHRONIC GLAUCOMA. 


McNas in the Clinical Journal of Sep- 
tember 23, 1914, tells us that the old opera- 
tion of iridectomy was uncertain as a means 
of reducing the tension permanently; in 
many cases it undoubtedly was successful, 
but even in such cases it was a much less 
satisfactory procedure than the small flap 
operation. The writer has found in one of 
his cases an excellent illustration of this. 
The patient, a lady, was a miniature painter, 
and had consulted a leading physician for 
what she termed “bilious attacks ;” she had 
chronic glaucoma, and was even then show- 
ing signs premonitory of an acute attack. 
The case is of great interest from many 
points of view, one of which being the im- 
portance of an examination of the fundus 
in such cases, for here such an examination 
by a competent observer—not an ophthal- 
mic surgeon—established the diagnosis, and 
enabled treatment to be applied at once. 
The writer performed an iridectomy on the 
eye with a permanent result; the operation 
produced a cicatricial astigmatism of four 
diopters, and although the vision some three 
years after the operation is still 6/9ths with 
the correction, the patient was unable with 
this eye alone to carry on her work as a 
miniature painter on account of the distor- 
tion due to the high cylinder. The second 
eye showed signs of early glaucoma, and 
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the writer decided to perform the small-flap 
operation, which was then just coming into 
vogue; the result as to tension was equally 
good, but the vision was 6/5ths with a cor- 
rection of +1 sph.+ .50 cy., and the patient 
was able to continue her professional career. 
The contrast between the result of a suc- 
cessful iridectomy and a successful small- 
flap operation was so great that the writer 
has never performed the former operation 
since that date. 

Elliott approached the problem in an es- 
sentially different manner; he trusted to 
the removal of a piece of sclera to insure 
the permanent permeability of the wound. 
For this purpose a small trephine was em- 
ployed and a disk of tissue removed. When 
such a wound in the sclera healed up it was 
found that though a few strands of con- 
nective tissue might pass across the open- 
ing, the channel generally remained per- 
meable to the intraocular fluids. When we 
examine again the anatomical relations of 
the parts in the operation area we find that 
if one end of the canal is to be in the an- 
terior chamber and the other in the lymph- 
space under the conjunctiva the amount of 
space available is very small; the diameter 
of the trephine is 1% mm. to 2 mm., and 
in glaucoma the angle of the anterior cham- 
ber is narrower than that in the normal eye, 
so that clearly the margin of latitude in 
placing the opening is very small. 

It is not the writer’s intention to deal 
with the details of the operation, but to un- 
derstand the mode of action of the filtering 
channel one or two points in detail must be 
appreciated. The conjunctiva must be dis- 
sected back in the form of a flap to expose 
the sclera before the trephine can be ap- 
plied, for there is a tendency in a wound of 
the conjunctiva to become adherent to the 
deeper parts. As it is necessary for the suc- 
cess of the operation that the fluid when it 
escapes from the trephine hole should read- 
ily pass into the lymph-spaces, clearly the 
conjunctival incision must be placed as far 
as possible from the opening, and its ends 
should be as far as practicable from the 
corneal margin. The site of the incision is 
therefore important. The flap must be 
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raised up as far as possible toward the cor- 
nea; in fact the extreme edge of the cornea 
is split so that there will be no doubt that 
the inner end of the channel is clear of the 
root of the iris. Sufficient space is thus ob- 
tained to place a 2-mm. trephine on the 
sclera in front of the iris. 

The result of a successful operation is 
that at the site of the trephine opening a 
diffuse patch of edema can be seen, indi- 
cating the percolation of fluid out of the eye 
and its diffusion into the subconjunctival 
lymph-space. 

As in Herbert’s operation, so in trephin- 
ing, the refraction of the patient is not ma- 
terially affected, and even with an iridec- 
tomy the pupil margin need not be inter- 
fered with, so that the vision is good after 
the operation. 

The amount of damage done to the eye 
at the time of the operation is much less in 
these newer operations than was the case 
with the older iridectomy. Thus the risk of 
infection is lessened, and in fact in the great 
majority of cases no instrument is actually 
introduced into the interior of the eye at all. 

The practical result of these advances in 
operative treatment is that the condition 
now lends itself to a treatment the technique 
of which, though difficult, is not beyond the 
power of any experienced ophthalmic sur- 
geon. The results are more certain of 
achievement, and better than the best previ- 
ously obtained. 

In glaucoma it does not do to be too 
optimistic, for the disease is a serious one, 
and although we are justified in giving a 
favorable prognosis if operation be under- 
taken during the early stages of the disease, 
it should never be forgotten that we are 
fighting for the patient’s sight. The eye is 
a degenerate one if the disease is in the ad- 
vanced stages. There may be adhesions be- 
tween iris and cornea. The channels we are 
to make may not only let the fluid out, but 
later it may let an infection in, for late in- 
fections, even after a period of more than 
two years, have occurred. We would do 
well to remember that even such great ad- 
vances as have been made still leave the dis- 
ease one of the most serious which can af- 
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fect the eye. While, therefore, we can ap- 
preciate the great improvement in the prog- 
nosis of this disease, we must try and re- 
strain an enthusiasm which would look 
upon glaucoma as a minor ailment. Eyes 
will still be lost, but the gloomy outlook of 
even a few years ago appears to be a thing 
of the past. 





OBSERVATIONS ON THE BEHAVIOR 
OF NEOSALVARSAN. 

McGurn in the Boston Medical and Sur- 
gical Journal of October 1, 1914, says that 
after a fairly extensive experience with neo- 
salvarsan he is convinced that when accu- 
rately handled it is both safe and depend- 
able; that in preparing and administering 
this agent a cool room with perfect illu- 
mination is of equal importance with strict 
asepsis; that the beginning of oxidization 
of neosalvarsan is simultaneous with its ex- 
posure to air; that “immediate injection” 
should be interpreted as forbidding a delay 
of more than ten minutes from the time of 
opening the ampoule until the injection is 
completed, which time can easily be reduced 
by half; also, that the use of therapeutic 
agents containing ammonium carbonate or 
mercury should be withheld or suspended 
for a period of forty-eight hours preceding 
and for several days following the intra- 
venous administration of either new or old 
salvarsan. 





LEUCORRHEA. 


Writing in the Southern Practitioner for 
October, 1914, PoLLarp does not attempt to 
detail any definite line of treatment, but 
only mentions a few things he considers 
worth while. If we have ascertained by 
vaginal examination that the discharge is 
due to a local condition of the cervix or 
vagina, relief may be obtained in many in- 
stances by vaginal applications. These may 
be given in the form of vaginal douches 
administered by a nurse or the patient, or 
direct applications by the physician in 
charge. The conditions which yield best to 
this treatment are the milder form of vagi- 
nitis and slight cervical erosions and ectro- 
pion. The writer will not attempt to name 
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the legion of drugs used by vaginal injec- 
tions ; they do good, first, by removing the 
discharge which would otherwise collect in 
the vagina; secondly, by their heat; and 
lastly, by virtue of whatever form of anti- 
septic they contain. In vaginitis they may 
effect a cure, but in glandular erosions of 
the cervix or in infections of the cervical 
glands, it is almost certain that their action 
is only palliative ; but the direct application 
of strong antiseptics, astringents, or caus- 
tics may bring about a cure after a very 
lengthy course of treatment. In such cases 
not only the vaginal aspect of the cervix but 
the whole cervical canal should be treated. 

It is doubtful whether this line of treat- 
ment is any more efficacious than is simple 
vaginal douching when we have a marked 
glandular hyperplasia, as occurs in large 
erosions. In some cases, however, the local 
condition and symptoms improve markedly ; 
this is brought about by producing an oblit- 
eration of the mouths of the cervical glands, 
with the result that these turn into small re- 
tention cysts and marked follicular hyper- 
trophy of the cervix may result. If endome- 
tritis is present, curettement is indicated ; for 
this dilatation and topical application may 
do as well, and if menorrhagia has been a 
marked symptom, or if it is a case of so- 
called hypertrophic endometritis, it is well to 
follow the curettement with local applica- 
tions. Erosions in many instances should 
be cut out, particularly so if located in an 
old laceration, which should then be sutured. 
If there is an uncomplicated displacement 
of the uterus, and if there is reason to be- 
lieve that it will not be cured by the tem- 
porary use of the pessary, a radical opera- 
tion should be advised, usually shortening 
of the round ligaments by a method of our 
own choice. Such a line of treatment is 
what the writer considers best in the in- 
terest of the patient, but since it cannot be 
carried out in many instances by the general 
practitioner, palliative measures should be 
encouraged. They, no doubt, frequently 
give relief, even though they may not effect 
a cure. 

In those cases in which the leucorrhea is 
due to trouble in the tubes, malignant dis- 
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ease of the uterus, or sloughing tumors, the 
condition of affairs is different, and opera- 
tive procedure is imperative, since it is the 
only means or method we have of removing 
the disease and curing the symptoms of the 
patient. 

In conclusion, the writer wants to empha- 
size the necessity of making a careful ex- 
amination of all patients complaining of 
leucorrhea, that we may know definitely the 
origin of the discharge and then be able to 
treat the disease and not the symptom. 





INTRASPINOUS USE OF SALVARSAN- 
IZED SERUM. 

In the Boston Medical and Surgical Jour- 
nal of October 1, 1914, McCrure tells us 
that in four cases of cerebrospinal lues 
under treatment with intravenous injections 
of salvarsan, mercurial inunctions, and the 
intraspinous use of salvarsanized serum, 
there has been observed improvement in the 
subjective and objective symptoms. With 
this improvement there has occurred a dim- 
inution in the cell count, the proteid con- 
tent, and the strength of the Wassermann 
reaction in the cerebrospinal fluid. The 
Wassermann in the blood remained unaf- 
fected up to the time of leaving the hospital. 

Two cases of tabes were relieved of sub- 
jective symptoms and the number of cells 
in the cerebrospinal fluid reduced. 

A case of taboparesis showed no change 
in the laboratory findings and only slight 
improvement symptomatically. 

One case of paresis showed marked im- 
provement in the symptoms and the labora- 
tory findings. The Wassermann reaction 
became negative in the cerebrospinal fluid. 

One case of paresis showed no improve- 
ment in either the symptoms or the labora- 
tory findings, but grew progressively worse. 

The results in the cerebrospinal lues and 
tabes in the small series of cases studied in 
the hospital and those collected from the lit- 
erature are encouraging not only as regards 
cessation of symptoms, but also in the lab- 
oratory findings in the cerebrospinal fluids. 

The results in paresis are either discour- 
aging or problematical. The most marked 
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improvement has occurred in the labora- 
tory findings, and in these there has been a 
relapse in those cases followed for several 
months. The improvement in mentality so 
far recorded may be but the result of re- 
missions to which the disease is prone, even 
in the absence of treatment. But the fact 
that improvement may occur, even if only 
apparent, warrants the use of the intraspin- 
ous treatment in a disease otherwise hope- 
less. 

In his hospital the intraspinous treatment 
is a routine measure in those cases of syph- 
ilis of the central nervous system which 
show evidences of meningeal involvement. 





THE PHYSICIAN’S FIELD IN INFANT 
FEEDING. 

CuaPIn in the Journal of the American 
Medical Association of October 3, 1914, 
says that experimental feeding with restrict- 
ed diets has shown that the more the in- 
tegrity of the natural food for the young 
is disturbed, the less satisfactory is nutri- 
tion, and if the natural combinations are 
broken up too much nutrition fails. An 
adult seems to have a capacity for syn- 
thesis which is absent or not fully devel- 
oped in the young, for adults have been 
found by experiment to be capable of taking 
one form of vegetable protein and from this 
alone producing the proteins of its off- 
spring and the specialized proteins of milk, 
while this single form of protein alone 
failed to produce proper nutrition in the 
young, although the forms of protein pre- 
pared from it by the mother resulted in sat- 
isfactory nutrition. 

All experiments with animals tend to 
show that milk, eggs, cereals, and legumes, 
when fed in various combinations, produce 
the highest possible physical development, 
while attempts to base feeding merely on 
protein, fats, carbohydrates and caloric 
yield, are moves in the wrong direction. 
The most scientific foods for infants—that 
is, foods which will produce the best physi- 
cal development—are readily prepared from 
milk, eggs, cereals, and legumes through 
simple, easily-learned methods by which 
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their chemical integrity is but slightly al- 
tered. The most scientific methods of tak- 
ing these natural specialized foods apart and 
putting them together in attempts to im- 
prove on nature may produce unscientific 
food, because an important, although small, 
element may be left out or put in wrong. 
Such methods of feeding have little to com- 
mend them. 

The field for the physician as an infant 
feeder is broadening out, and it will not re- 
quire much effort for him to fit himself to 
occupy it. His greatest successes will come 
from avoiding attempts at solving feeding 
problems by intricate and profound chemi- 
cal manipulations of the food, but rather 
by always being ready to utilize scientifically 
the biologic factor. This practically means 
an ability to select food of proper strength 
that will agree with the infant. The base 
of all feeding is the use of milk, eggs, 
cereals, and legumes, and when the physi- 
cian has become acquainted with the bio- 
logic principles of infancy and the proper- 
ties of these food materials, he will have 
learned all that is necessary. He must then 
apply what he has learned to the individual 
infant. This is his problem, and no one else 
can solve it for him in every case. 

The object of Chapin’s paper is to show 
that the latest scientific studies in nutrition 
point favorably to great simplicity in the 
preparation of artificial food for infants if 
the biological side is properly emphasized. 
The principal ingredient, cow’s milk, if 
scientifically produced and handled, may be 
simply diluted in right proportion to the 
age, keeping in mind that none of its in- 
gredients—protein, fats, or carbohydrates— 
must be long reduced below what is known 
to be their average content in human milk. 
The food elements entering into a complex 
fluid are not interchangeable at will in the 
scheme of nutrition. Too much manipula- 
tion, with supposed chemical or caloric re- 
quirements in mind, is apt to ignore the bio- 
logic or vital elements in the food that can- 
not be overlooked without danger. If a few 
underlying principles are conserved, the 
physician may employ any method that will 
give good results. 
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THE TREATMENT OF TETANUS BY 
SERUM AND CHLORETONE. 

In the West London Medical Journal for 
January, 1915, it is stated that a prophylac- 
tic dose of tetanus antitoxin is now becom- 
ing the routine treatment in all cases of 
wounds where there is risk of dirt contami- 
nation, and in consequence the number of 
cases of tetanus at the front are said to 
be steadily diminishing. When, however, 
tetanus has supervened, chloretone has been 
found to be one of the most useful drugs 
for allaying muscular spasm and so giving 
time for the administration of serum and 
other surgical procedures. Chloretone has 
no effect on the toxin, nor will it break up 
the combination between the nerve centers 
and the toxin; it simply controls the mus- 
cular spasm. 

It is best given as an enema: 60 gr. of 
chloretone dissolved in warm olive-oil and 
repeated at such intervals as are indicated 
by an increase in muscular rigidity. After 
each injection a marked decrease in the 
trismus results, which makes it possible for 
the patient to take ample nourishment 
throughout the course of the disease. 

The serum is given in doses of 100 Cc., 
repeated as often as necessary. 





A COMPARISON OF THE DRUGS USED 
IN GENERAL AND MENTAL 
HOSPITALS. 

GreGG in the Boston Medical and Surgi- 
cal Journal of September 24, 1914, tells us 
that the problems in medication at mental 
hospitals lie in refinement of the use of 
drugs for purposes of elimination, in de- 
creasing autointoxication, and in rectifying 
pathological action of the internal secre- 
tions. In eliminating substances from the 
body there is ample chance for skilful medi- 
cation. There are cases needing mechanical 
relief by enemata, cases needing to have the 
fluids drained off by purges, and cases that 
are already desiccated and need more fluid, 
although still requiring relief from intestinal 
stasis. There are acute cases that may even 
need to be bled to reduce their fluids, or to 
have lumbar punctures done to lessen an ex- 
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cessive amount of cerebrospinal fluid. 
There are cases in which autointoxication 
arises from infected teeth, or tonsils, or 
from misplaced and adherent intestines. 
There are cases in which presumably the 
thyroid, thymus or pituitary glands, or the 
reproductive organs, are not functionating 
properly. In all these directions lie prob- 
lems in medication for cases in mental hos- 
pitals. 

General hospitals have many lessons to 
learn from mental: hospitals, especially in 
the management of the deliria. Not the 
least of these lessons is that depressants, 
stimulants, and restraint lessen, whereas 
baths, packs, and elimination greatly in- 
crease a patient’s chance for recovery. 
Workers in mental hospitals cannot but 
profit by a thorough knowledge of the best 
methods of medication in use at general 
hospitals, and workers in general hospitals 
can lose nothing, but gain much, by famil- 
iarity with the best methods in use at mental 
hospitals, for every patient needing treat- 
ment has the right to have his mental activi- 
ties properly cared for at a general hospital, 
and his physical activities equally well at- 
tended to at a mental hospital. 





TWILIGHT SLEEP. 


PoLak in the Long Island Medical Jour- 
nal for December, 1914, tells us that in the 
private and public clinics at Long Island 
Hospital the writer has been using scopola- 
mine and narkophen in all labors, unless 
the patient has refused the treatment, and 
has found after carefully analyzing his 
cases that his best results have been at- 
tained by observing the following sugges- 
tions: 

First, the patient should be definitely in 
labor—that is, having appreciable uterine 
contractions, recurring at regular intervals, 
preferably every four or five minutes be- 
fore the first injection is given. In multi- 
pare the initial dose may be given at the 
very beginning of labor. The woman 
should be in bed, in a well-ventilated, dark- 
ened room, removed from all noise or ex- 
citement, as by observing this both amnesia 
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and analgesia may be obtained with much 
smaller doses. 

Second, careful observation must be 
made and should be recorded of the pulse, 
respiration, condition of the pupils, and the 
frequency and character of the uterine con- 
tractions. It is unnecessary to disturb the 
patient for memory tests, as observations 
will show how deeply she is under the in- 
fluence of the drug; ordinarily, the woman 
will give outward evidence of acute suffer- 
ing during the pain, but will immediately 
lapse into a peaceful sleep at its cessation. 

Third, she requires large quantities of 
water but no food throughout her labor. 
Water is best given just after the pains. 

Fourth, the progress of labor must be 
constantly watched by repeated abdominal 
or rectal examinations. It is well known 
that frequent vaginal examinations invite 
sepsis. Private cases seldom have any vag- 
inal examinations during labor. Following 
the position of the shoulder as it rotates 
inward and descends is a good index of the 
progress of labor. 

Fifth, the fetal heart must be listened to 
and recorded every half-hour, both in the 
interval between and during the pains. 
Arrhythmia or slowing of the fetal pulse 
between pains is a bad prognostic sign, and 
demands withholding the further use of the 
drugs and prompt delivery by the most suit- 
able route and method. 

Sixth, the solutions of the drugs must be 
absolutely pure. Hyoscine cannot be substi- 
tuted for scopolamine, but narkophen is no 
better than morphine. The American prep- 
arations have produced delirium. 

Seventh, the dosage differs in each indi- 
vidual case, and especially with the time of 
labor at which induction of the sleep is at- 
tempted. It is easier to induce sleep in a 
woman early in the first stage than when 
she is near the end of her dilatation stage. 

Eighth, intelligent employment of the 
method shortens the first stage ; on the other 
hand it may prolong the second. This 
should be guarded against, and if the peri- 

neal stage lasts over an hour in multipare 
or two hours in a primipara, delivery 
should be effected with the patient in the 


Schmitt posture, with extreme flexion of 
thighs on the abdomen, combined with ex- 
pression of the fetus, or by low forceps. 
An extended use of pituitrin has convinced 
the writer of its dangers to the child after 
the head has passed out of the cervix and 
the uterus is molded and firmly contracted 
down on the body of the fetus. Compres- 
sion of and separation of the placenta from 
the violent uterine contraction induced by 
pituitrin has caused asphyxia too many 
times to be simply coincidental. Pituitrin is 
oftentimes as dangerous as ergot, when 
used before the uterus is completely emp- 
tied. 

Ninth, the third stage is not influenced 
by scopolamine or narkophen, and when 
properly used they do not predispose to 
postpartum hemorrhage. The placental 
stage should be managed so as to secure the 
separation and expulsion of the placenta, 
and retraction of the uterus by the normal 
process. The writer does this in his clinic 
by placing a clamp on the cord, close to the 
vulva orifice, and leaving the fundus abso- 
lutely alone. When separation occurs it is 
shown by a gush of blood from the vagina, 
expulsion of the cord, and rising of the 
fundus; the hand is then placed on the 
fundus and the patient asked to bear down, 
when delivery of the placenta is easily ac- 
complished. 

Tenth, low forceps, perineotomy, and 
primary suture of the pelvic floor injuries 
can all be done without further anesthesia, 
and the patient have no recollection of the 
procedure. 

Time and method of employment: Sco- 
polamine and narkophen come in ampoules 
containing 1 Cc. The solution: Each 
ampoule contains, respectively, scopolamine, 
.0003 gramme, or 1/200 of a grain; nar- 
kophen, .03 gramme, or % grain. They 
are used as follows: If the labor pains are 
definitely established, one and a half am- 
poules of each is given hypodermically as 

the initial dose; forty-five minutes later, 
one ampoule of scopolamine is adminis- 
tered alone; one hour later, half an am- 
poule of each is given. This is followed 
every two hours or so by half an ampoule 
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of scopolamine alone. It is seldom neces- 
sary to repeat the narkophen, though it may 
be used every third time at six-hour in- 
tervals in a long labor; of late the writer 
has been able to omit the narkophen after 
the first dose. It is the narkophen which 
has the bad effect on the child. Smaller 
doses are required when the sleep is in- 
duced early in labor, larger doses when the 
first stage is well advanced before the sleep 
is induced. It is in the latter class that 
there is the most danger to the child, as the 
child gets the full effect of the drug. 

In the writer’s cases, fifty-one in all, 
there have been no failures. The patients 
have had no recollection of the labor. The 
children in all except two cases have shown 
no signs of asphyxia or cyanosis. One 
patient, a private case of the writer’s, had 
a long second stage, and the child had in- 
spired much mucus in its passage through 
the vagina and had to be resuscitated by 
aspiration and mouth-to-mouth insufflation. 
There have been no postpartum hemor- 
rhages; there have been two low forceps, 
and the placenta was delivered without dif- 
ficulty in all; none of the women have 
shown signs of tire or exhaustion the next 
day. Multipare have had some after- 
pains, which a full dose of ergot and as- 
suming the sitting posture have quickly ar- 
rested. Many women were allowed up on 
the fifth or sixth day, unless they had sus- 
tained severe perineal injury, and this has 
been minimized by the slow perineal stage. 
All of the women have had much less ner- 
vous and muscular exhaustion than follows 
in the same class of patients in ordinary 
labor. 

In conclusion, the writer is impressed 
with the wide field of usefulness that scopo- 
lamine analgesia will cover in modern hos- 
pital obstetrics. The time and care neces- 
sary for its successful administration will 
hardly warrant the busy practitioner using 
it as a routine in general obstetric practice, 
unless the ordinary obstetric fee rises coin- 
cident with other advances in the high cost 
of living. The plumber and bricklayer are 
constantly being better paid for their time, 
and it would seem to the writer only just 
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that the obstetrician be paid proportionately 
for his. 

[It would seem that for the general prac- 
titioner “twilight sleep” is likely to give 
him more trouble than ordinary labor, and 
that it is by no means always safe.—Eb.] 





THE PROPHYLAXIS AND TREATMENT 
OF OTITIS MEDIA IN INFECTIOUS 
DISEASES. 

The Long Island Medical Journal for 
December, 1914, contains an article by 
DurKEE on this topic. He thinks that some- 
thing, but very little, can be done to pre- 
vent involvement of the middle ears, but 
much can be done in their treatment. As 
the infection passes from the nasopharynx 
along the Eustachian tube, the first thought 
would be to keep the nasopharynx clean. 
This cannot be done, but if the child is old 
enough or easily managed, an alkaline solu- 
tion may be used in an atomizer, or dropped 
in the nose with a medicine dropper, hold- 
ing the head back until the solution reaches 
the nasopharynx. This, followed by a mix- 
ture of menthol and camphor in a mineral 
oil used in the same way, may remove 
some of the secretion and lessen the inflam- 
mation in the nasopharynx to a slight de- 
gree. But if the child struggles and re- 
sists the use of the alkaline solution and the 
atomizer should be omitted, and only the 
menthol and camphor in oil, dropped in the 
nose with a medicine dropper, should be 
used. In the case of nasopharyngeal ‘diph- 
theria, in which it seems necessary because 
of the large amount of secretion to cleanse 
the nose, the child should be laid on the 
side with the head over the edge of the bed, 
and. with a small syringe the solution 
should be gently forced into the upper nos- 
tril and allowed to flow out of the lower 
one. Never use a nasal douche! It is a 
positive danger and very apt to cause in- 
fection of the middle ear. The patient 
should not be allowed to blow the nose for- 
cibly, but should blow it into the handker- 
chief, while both nostrils remain open. 

The examination of the ears should not 
be postponed until the patient complains of 
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pains, a discharge is seen in the canal, or 
a swelling appears behind the auricle. The 
ear drums should be inspected daily, or, at 
the longest interval, every other day. A 
head mirror and speculum, or a speculum 
carrying an electric light, should be used. 
At the first appearance of bulging of the 
drum a free incision of the bulging portion 
should be made. By making this incision 
under nitrous oxide anesthesia a much bet- 
ter operation can be done, the patient suf- 
fers no pain, and his future trust and con- 
fidence in you are not shaken—an item 
that makes the further treatment of the case 
easier. After the incision the ear should 
be syringed every two hours, using each 
time a full pint of a boric acid or a weak 
carbolic acid solution. When syringing the 
ear, the canal should be straightened by 
holding the auricle back or down, depend- 
ing upon the age of the patient. The point 
of the syringe, either a two-ounce soft- 
rubber one, or a fountain syringe to which 
a medicine dropper has been attached, 
should be placed well in the canal, and the 
solution forced in rather hard in order to 
remove the discharge from the depth of the 
canal. No cotton should be worn in the 
canal while the ear is discharging. If a 
discharge appears in the canal before the 
drum is incised it probably means that the 
drum has ruptured, but it does not mean 
that the drainage of the middle ear is suf- 
ficient. The ear should be carefully ex- 
amined, and even though a perforation of 
the drum is found, if the drum is bulging it 
should be incised and the ear syringed. The 
mastoid should be watched for tenderness, 
and if mastoiditis develops an operation 
should be done early. 

Only a full realization of the dangers of 
an otitis media and the damage that it can 
do to the ear in a very short time, and 
what damage may mean to the future wel- 
fare of the patient, will lead to an appre- 
ciation of the importance of the proper care 
of the ears during the acute infectious dis- 
eases. 

Alderton states that of 178 cases of scar- 
latinal middle-ear suppurations observed by 
him, 26 per cent needed the mastoid opera- 
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tion, with a mortality of 25 per cent. Of 
326 cases occurring in measles, 10.5 per 
cent required the mastoid operation, with a 
mortality of 29 per cent. This high mor- 
tality he attributes to the lung complications, 
especially bronchopneumonia, and not to 
mastoiditis, or to the operation. 

According to Bezold, deaf-mutism is 
caused by cerebrospinal meningitis in 31.8 
per cent of cases; cerebral processes as a 
whole in 51.9 per cent; scarlet fever, 18 per 
cent; measles, 2.1 per cent; diphtheria, 1.7 
per cent. 

Politzer, quoting Lemke, gives the fol- 
lowing as causes of deaf-mutism: Various 
affections of the brain, 38.7 per cent; scarlet 
fever, 24.4 per cent; measles, 8.3 per cent. 
The inflammation of the middle ear during 
an acute infectious disease may affect the 
entire future life of the patient. As he 
grows older he may find that he is hard of 
hearing or possibly totally deaf, and in 
many lines of work and many pleasures he 
is greatly handicapped or even excluded 
from them. He may recover from his 
measles or scarlet fever with an ear that 
will discharge at intervals or continuously 
throughout his life. It will be an annoy- 
ance to him, but more than that it will be 
an absolute danger. 

During any of the acute infectious dis- 
eases the heart is regularly examined to de- 
tect any weakness of its muscle or any of 
the valves; the urine is examined to learn 
if there are changes taking place in the kid- 
neys; and the lungs are listened to to de- 
tect any congestion or inflammation. When 
the patient is well, if it is found that the 
heart is weakened, or the kidneys damaged, 
the parents are told of it, and cautioned 
that the patient must be careful; must not 
exercise vigorously ; or must not eat this or 
that. They are told that possibly during 
the entire life the patient must be more or 
less under the doctor’s care. 

As much should be done for the ears. 
They should be examined daily, and treated 
promptly. The duty of the pediatrist to his 
patient does not cease with the disappear- 
ance of the rash. If there is still a dis- 
charge from the ears, they should be 
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treated for weeks or months in an effort 
to stop it. If there has been a discharge 
and it seems to have stopped, do not be sat- 
isfied until the ears have been carefully ex- 
amined, because there is often a slight dis- 
charge that collects in the depths of the 
canal but is not enough to appear externally. 
The dangers of a discharging ear should 
be carefully explained to the parents, and 
they should be told that, during the rest of 
the patient’s life, the ears should be treated, 
or at least inspected, at regular intervals. 
If, later, it is seen that the patient is deaf, 
he should be placed in a school where he 
can be instructed in lip reading. If this is 
done when he is young, he will, when older, 
be in a position to earn his own living, and 
not be a charge upon his relatives or the 
State. He will also find that he is able to 
enter into many of the pleasures of life that, 
without this instruction, would be closed to 
him. Only when we have done this have 
we done our full duty by our patients. 





THE MODERN TREATMENT OF 
AMEBIC DYSENTERY. 

HAINEs in the Boston Medical and Sur- 
gical Journal of November 26, 1914, says 
it would appear that emetine acts well in 
chronic cases of dysentery, and the writer 
believes that it is in these chronic cases that 
emetine will show its most wonderful thera- 
peutic action. 

Some have objected to emetine on ac- 
count of the relapses that have occurred. 
Relapses occur in syphilis after treatment 
with mercury and salvarsan, and in malaria 
after treatment with quinine, yet will these 
same physicians hesitate to use and praise 
the latter-named drugs? The wonderful 
results obtained by Rogers, in India, with 
emetine, both in acute and chronic cases, is 
enough in itself to commend this drug as 
the drug par excellence in the treatment 
of amebic dysentery. To these results must 
be added the reports in this country, which 
show equally as good results. If emetine 
should in time prove itself of no more value 
(as shown by the after-results of treat- 
ment) than ipecac, it should still be re- 
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garded as the drug of choice. Those who 
have had experience in administering the 
ipecac treatment know only too well how 
much pain and discomfort are done away 
with by the use of emetine. Laboratory 
workers (Craig, Nichols, Vedder, and 
others) tell us that a large percentage of 
the cases treated with emetine continue to 
harbor amebas in an encysted form. It 
seems then that the entamebas that are not 
killed or driven out of the intestinal tract 
during emetine treatment are stimulated to 
encystment and thus rendered harmless to 
their host. However, the cases that con- 
tinue to harbor the entameba in an encysted 
form are “carriers” of the disease, and thus 
are a danger to the public health. It would 
seem, therefore, that in order to complete 
the treatment of amebic dysentery some 
form of irrigation should be used. Quinine 
irrigations have proved of value in the 
treatment of amebic dysentery, and it seems 
as if their use in conjunction with emetine 
would reduce the number of “carriers” of 
this disease, and form its modern treatment. 
Before condemning emetine as a potent 
factor in the treatment of dysentery, one 
should make sure of the causative organism, 
for in the bacillary form of dysentery 
emetine is useless. The recent works of 
Captain Charles F. Craig, Medical Corps, 
U. S. Army, relative to the classification of 
amebas are both exhaustive and easy of 
comprehension, and should be read by all 
who are interested in the parasitic amebz. 





A CLINICAL AND BACTERIOLOGICAL 
STUDY OF HEXAMETHYLENAMIN 
AS A URINARY ANTISEPTIC. 

Levy and Strauss in the Archives of 
Internal Medicine of November 15, 1914, 
reach these conclusions : 

1. Hexamethylenamin, per se, in neutral 
solutions in concentrations up to 1:10 is 
neither inhibitory nor bactericidal. 

2. Hexamethylenamin when given in 
doses of 7.5 grains three times a day is 
broken down into formaldehyde in all acid 
urines. 

3. Formaldehyde is formed in the blad- 
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der in all cases except those in which the 
acidity of the urine is higher than normal. 
In these cases some formaldehyde is formed 
in the kidneys. 

4. The common invader of the urinary 
tract is the colon bacillus, and the strength 
of formaldehyde necessary to inhibit its 
growth is a concentration of 1:5000 or 
greater. 

5. By testing different dilutions of urine 
it has been found that with a dose of 7 
grains of hexamethylenamin three times a 
day, formaldehyde is never present in con- 
centrations greater than 1:5000. 

6. The only organism which is destroyed 
or whose growth is inhibited by this concen- 
tration is the typhoid bacillus. 

?. For the destruction or inhibition of 
growth of organisms other than the typhoid 
bacillus a high acidity is necessary. This 
high acidity in combination with the for- 
maldehyde may produce injury to the kid- 
ney tissue. 

8. Hexamethylenamin appears most effi- 
cacious as a prophylactic during the course 
of typhoid fever for the prevention of a 
pyelitis or cystitis. Its use in this connec- 
tion has been demonstrated successfully 
both clinically and bacteriologically. 





PAINLESS PARTURITION. 


In the Medical Record of November 14, 
1914, KApP says that so much has been said 
recently regarding “twilight sleep” in par- 
turition, its benefits and its dangers, that he 
feels it his duty to give to the medical pro- 
fession his experience in the last three 
years with a method of producing a condi- 
tion of shockless and painless parturition. 

He has practiced medicine, as a general 
practitioner, for twenty years. He has al- 
ways had a good obstetrical practice. The 
dread and agony of the parturient mother 
has always worried him. The writer feels 
that he has been able during the last three 
years to lighten the burdens of the mother 
very materially. 

He uses his method as freely in the most 
humble home as he would in the hospital. 
It requires no corps of trained assistants. 


The country doctor can use it as readily as 
the city doctor who attends the “four hun- 
dred.” 

When he is called to a woman in labor 
and he is sure that the pains are real labor 
pains, he waits until the expectant mother 
shows some signs of distress, if it is a first 
confinement—that is so she may know what 
labor pains really are. If it is a case of a 
mother who has had one or more children 
he does not wait for the pains to become 
even severe. Presuming that the patient has 
been properly prepared for accouchement 
he gives one-twelfth grain of heroin hydro- 
chloride hypodermically. Within twenty 
minutes she will feel drowsy and no longer 
feel the sting of the pains. 

At this time he sits down by the patient 
and explains to her the need of her bearing 
down when she feels the contractions. Be- 
tween pains she will often fall into a light 
sleep. When he finds she is progressing 
nicely he often goes away and makes a call 
or two, or at night he may lie down for an 
hour, leaving a nurse or some one with the 
patient who will call him if he is needed. 
If labor is getting well advanced he stays 
by the patient’s side and watches every ad- 
vance carefully. 

The effect of one injection of one-twelfth 
grain heroin usually lasts about three hours. 
Some very severe cases need more heroin 
before the end of three hours. The writer 
simply watches his patient. and if the pains 
are getting severe again he sometimes gives 
another full dose. Again he may give only 
one-twenty-fourth or one-thirty-sixth of a 
grain. He aims never to have more than 
one-twelfth of a grain of heroin in action 

at one time. He has found that one-twelfth 
of a grain is the best average dose. He 
tried one-sixth of a grain several times, and 
it spoiled his case by retarding the pains. 
One-twelfth grain inhibits the sensory 
nerves but does not affect the motor nerves. 
He has used as high as three and one-half 
doses in one case. He rarely needs more 
than one or two. 

The writer has used it in about one hun- 
dred cases, all in general practice. He has 
no trouble with the babies being blue, at 
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least no more than he ever has had. Any 
long case of labor may cause a child to be 
exhausted when born. 

Heroin properly administered will hasten 
labor rather than retard it. It lightens the 
pains so the mother if properly directed 
will aid in the expelling of the child. The 
use of morphine and scopolamine will re- 
tard labor almost every time. The writer 
has had no severe case of hemorrhage while 
using heroin. 

The mother usually rests very quietly 
after labor and has much less shock than 
by the old method. Many doctors seem not 
to appreciate the condition of shock after 
labor. The writer has sometimes used a 
little chloroform at the last part of labor, 
but that is not necessary if the heroin has 
been properly managed. 

The writer has had a few cases of inertia 
of the uterine muscles in which heroin did 
not seem to do much good, but by using 
divided doses of pituitrin labor was prop- 
erly completed. 

He does not claim that his methods and 
his techinque are the best or are correct. 
He writes this so that others who have bet- 
ter facilities to develop the correct method 
may be urged to do so. It is by far the 
best method of lessening the fear and pain 
of the lying-in chamber that he has ever 
been able to find, and best of all he can use 
it in his general practice without fear. 

The Freiburg method ard the nitrous 
oxide and oxygen methods are good, but 
they are only to be used in hospitals. The 
writer believes that if heroin were used with 
the same technique as the morphine and 
scopolamine treatment the results would be 


equal, and there would be no danger in- 
volved. 





POSTPARTUM HEMORRHAGE AND ITS 
TREATMENT. 

In the New York Medical Journal of 
November 28, 1914, GARDINER states first 
the well-recognized fact that in the treat- 
ment of postpartum hemorrhage the first 
factor of importance is to control the bleed- 
ing. The patient should be placed in the 
Trendelenburg position and the abdominal 
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aorta compressed either digitally or me- 
chanically, according to Memberg, Davis, 
Gauss, and Heymann. If the hemorrhage 
is from the uterus, that organ should be 
stimulated by massage and irrigated by hot 
(115° to 120° F.) intrauterine douches of 
dilute acetic acid or iodine solution. If the 
uterus does not contract, it must be packed 
with sterile gauze from the roof of the 
uterine cavity, layer by layer, through the 
cervical canal and the vagina. Special 
forceps for the purpose have been devised 
by DeLee and Schwarzenbach. Chrolak 
issues a warning that a tampon inefficiently 
applied is often the cause of a fatal issue. 
It is convenient to use strips of folded 
gauze, two inches wide and five yards in 
length, on which tape has been sewn, long 
enough—about twelve inches—to extend 
outside of the vagina. The tape assists in 
the removal of the gauze. An abdominal 
binder should be applied to keep up the 
intra-abdominal pressure. A good binder 
is a proper-sized huckaback towel. It is 
firm and strong and can be pinned to fit the 
contour of the hips and abdomen. An 
abdominal compress, sand-bag or shot-bag, 
may be used. The parametrium in hemor- 
rhage may be clamped from the uterus or 
cervix, as Zimmerman states. 

The two medicinal remedies which stand 
out preéminently above all others are ergot 
or its derivatives and pituitrin. The action 
of ergot is so well known that it needs no 
further discussion. Pituitrin, while it has 
proved not to be an obstetrical panacea, has 
a definite limited use, not the least of which 
is in postpartum hemorrhage. It tends to 
prevent postpartum bleeding, as urged by 
Oppenheimer, Foges, and Hughes. When 
the hemorrhage occurs, even though pitui- 
trin has been used, the dose should be 
repeated, says Hendley, as repetition of the 
dose in no wise injures the mother. In 
cases of severe hemorrhage it has been used 
intravenously with splendid results, in 
Krehrer’s clinic, by Vogt and Kreiss. The 
majority of writers advise the use of 
pituitrin in combination with some form of 
ergot—e.g., Edgar, Madill and Allen, and 
Watson—as it has the power of sensitizing 
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the uterus to the action of ergot. The con- 
traindications are advanced cardiac disease 
and arteriosclerosis, according to Lieb and 
Heany. There is a paucity of references to 
the use of serum, human or equine, in the 
treatment of postpartum hemorrhage. It is 
of such value that it should be given when 
the hemorrhage is recognized. 

If, in spite of all expectant and active 
treatment, blood still continues to ooze, 
hysterectomy should be performed, as ad- 
vised by Krehrer and Labhardt. 





PARTIAL OCCLUSION OF THE LARGER 
ARTERIES. 

Hatstep (Archiv fiir klinische Chirur- 
gie, Bd. 105, Heft 3, 1914) states that liga- 
tion of the abdominal aorta has been car- 
ried out about twenty times in man, and 
each time with a fatal result. He under- 
took in 1904 a series of experiments on 
dogs in the hope of finding a harmless 
method of curing aortic aneurism. Instru- 
ments were constructed by means of which 
partial occlusion, sufficient to cure the con- 
dition, might be brought about without any 
harmful results. Opportunity was afforded 
to apply this treatment in man to such ar- 
teries as the subclavian, carotid, femoral, 
and popliteal, in which it is known to be 
dangerous to produce sudden and complete 
obstruction of the blood stream. It was 
found that closure of the artery to the ex- 
tent of causing disappearance of the pulse 
in many cases sufficed to cure the aneurism 
almost as certainly as if the artery had been 
totally occluded. Thereafter the plan of the 
author has been to bring about a progres- 
sive narrowing of the lumen of the artery 
in such a way as to be free from danger. In 
four cases this method has: been used in 
case of aneurism of the abdominal aorta in 
man, with good results in two cases. 

Further experiment led to the use of 
fresh strips of the aorta of one dog as 
bands to narrow the aorta of another dog. 
On April 29, 1912, this method was ap- 
plied to two dogs. At the end of two 
months one of the dogs was examined, and 
it was found that the strip of aorta which 
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had been used as a band had been com- 
pletely organized and had not stretched out 
perceptibly. Above the band the pulse was 
strong, below it was weak and accompanied 
by a murmur. In the other dog in which 
the strip of aorta was applied in a spiral 
manner death took place in three weeks. 
The aorta was nearly occluded; the spiral 
had not given way and was almost com- 
pletely organized. During the winter of 
1912-13 twenty-five similar experiments 
were made, with encouraging results 
throughout. It was found that the appli- 
cation of the strip in a spiral manner is 
without danger, but when applied cuff-like 
it may do harm. 

The conclusions are that certain aneur- 
isms can be cured by incomplete occlusion 
of the artery. The aorta in man can without 
danger be occluded to the extent of suppres- 
sion of the femoral pulse. If cure of the 
aneurism does not follow the partial oc- 
clusion of the artery, the artery can at a 
later period be further compressed or per- 
haps completely ligated after collateral cir- 
culation is established. A strip of metal 
can be wound around the normal aorta and 
allowed to remain for several months, per- 
haps a year, without danger of its cutting 
through the tissues, but in the diseased 
aorta the tissue resistance is much less. 
The extent to which the aorta may be com- 
pressed in case of heart weakness cannot 
be exactly defined. The author’s experi- 
ence shows that a metal band may be left 
permanently upon arteries other than the 
aorta without danger of hemorrhage. Ap- 
parently in case of almost complete oc- 
clusion of an artery, exclusive of the aorta, 
frequently a band of fibrous tissue is 
formed under the metal band. In all ar- 
teries, except perhaps the aorta, a metal 
band can be placed around them so tight 
as to cut off the pulsation, but not the blood 
stream, in case the condition of the heart 
does not contraindicate it. In cases of aor- 
tic aneurism it is possibly better to use a 
strip of fascia lata or arterial wall instead 
of a metal band, though the degree of pres- 
sure cannot be so well maintained with the 
tissue as with the metal. Inasmuch as the 
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arterial wall is not injured by the band, 
this may in a moment be either entirely re- 
moved or be made more or less tight. 





GLYCERIN IN BROMIDROSIS. 


Under this title Benrans (Lancet, Dec. 
5, 1914) notes that bromidrosis, or offen- 
sive sweating, is usually limited to the soles 
of the feet and occurs most frequently 
during the hot months of the year, and that 
moreover it is highly resistant to treatment. 
In severe cases there is usually tenderness 
of the soles, and abrasions or blisters form 
readily. Benians has treated five cases, 
three of a mild type, associated with warm 
weather. These were completely relieved, 
whilst the treatment lasted, but relapsed 
when it was discontinued. The other two 
were in boys of fourteen and were of a se- 
vere type. The condition had persisted for 
some months in spite of energetic meas- 
ures taken to insure cleanliness and despite 
the continued application of drying and dis- 
infectant powders. In both there were blis- 
ters and abrasions, and in both the condi- 
tion was completely cured in the course of 
three days by the application of glycerin 
well spread over the soles and toes before 
the socks were put on, this being repeated 
each morning. 





INTERNAL HYDROCEPHALUS. 


Danpy and BLackran (Beitrage sur 
Klinische Chirurgie, Bd. 93, Heft 2, 1914) 
in summing up their work on internal hy- 
drocephalus say that this condition is pro- 
duced experimentally in the dog by plac- 
ing an obstruction in the aqueduct of Syl- 
vius. It also occurs when the aqueduct of 
Sylvius is obstructed, in spite of previous 
extirpation of the choroid plexus from both 
lateral ventricles, though this latter pro- 
cedure changes considerably the grade of 
the hydrocephalus. Their experiments 
show that cerebrospinal fluid is formed in 
the ventricles, that it is formed somewhat 
more rapidly than it can be resorbed, and 
that the aqueduct of Sylvius is absolutely 
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necessary to carrying off the excess. In- 
ternal hydrocephalus can also originate 
through experimental ligation of the vena 
magna Galeni near their origin. If the lig- 
ature is placed more distally, or if the right 
sinus alone is ligated, hydrocephalus does 
not occur because of the activity of the col- 
lateral circulation. 

The cerebrospinal fluid is produced 
chiefly by the choroid plexus, apparently as 
much through filtration as through secre- 
tion. Increase in the cerebrospinal fluid 
is caused by general venous congestion, as 
through temporary compression of the 
jugular vein, and this increase is stopped 
when the congestion is relieved through the 
collateral circulation. Medicines change 
the rate of formation of the cerebrospinal 
flow only to a slight extent; pilocarpine 
causes a slight acceleration. The structures 
which produce the fluid possess a marked 
impermeability ; of the different substances 
soluble in the blood very little passes over 
into the cerebrospinal fluid. The cerebro- 
spinal fluid is better protected against sub- 
stances contained in the blood than either 
the peritoneal, pleural, or pericardial fluids. 
There is a constant and rapid formation 
and resorption of the cerebrospinal fluid; 
the entire quantity renews itself in from 
eight to twenty-one hours. The lymph ves- 
sels play only a subordinate rdle in the re- 
sorption of this fluid, it being resorbed di- 
rectly into the blood. The entire subarach- 
noid space serves for this resorption, which 
is a diffuse process and does not depend 
upon differentiated structures such as the 
Pacchionian bodies or the venous sinuses. 
That no stomata are present is shown by. 
the fact that bacteria do not easily pass into 
the blood from the subarachnoid space. 
There is almost no resorption from the ven- 
tricle itself. The maintenance of the equi- 
librium between the formation and the re- 
sorption of the cerebrospinal fluid necessi- 
tates a communication between the ven- 
tricles and the subarachnoid space. If 
phenolsulphonephthalein is injected into the 
subarachnoid space, it passes in a short 
time into the lateral ventricles, proving that 
there are no valves in the openings. The 
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communication is established by means of 
the foramina of Magendie and Luschka 
through the fourth ventricle. If there is an 
obstruction in the aqueduct of Sylvius this 
passage of phenolsulphonephthalein does 
not occur, showing that there are no fora- 
mina of Mierzejewski and Bichat. Bac- 
teria placed in the subarachnoid space with- 
out any pressure, are evenly distributed 
after a short time throughout the entire 
spinal and cerebrospinal arachnoid space. 
For the assumption of a current toward the 
venous sinus we have no proof. The bac- 
teria distribute themselves along the olfac- 
tory and the optic nerve, over the Gasserian 
ganglion, and for a short distance along the 
acoustic nerve, but not along the remaining 
cerebral or spinal nerves. 

Hydrocephalus internus is divided ana- 
tomically into two subdivisions, depending 
upon whether the communication between 
the ventricles and the subarachnoid space 
is open or closed. 

In seven patients with hydrocephalus it 
was afterwards found that this communi- 
cation was absent. In each one of these 
seven cases resorption was practically ab- 
sent in the ventricles, but was active in the 
subarachnoid space. The internal hydro- 
cephalus was due to the hindrance to the 
flow of the fluid from the ventricles. Four 
cases of internal hydrocephalus were inves- 
tigated in which communication was pres- 
ent between the ventricles and the subarach- 
noid space ; in these the resorption from the 
subarachnoid space was slight. Meningitis 
was the cause of the disease in two cases 
of the obstructive type and two cases of the 
communicating type. The apparent cause 
for the origin of internal hydrocephalus 
after the operative removal of a meningo- 
cele was in the reduction of a resorbing 
surface. 

The type of surgical procedure which is 
selected for the treatment of internal hydro- 
cephalus must depend upon the variety of 
hydrocephalus. In the obstructive type the 
obstruction must be removed if possible ; in 
the communicating type one must seek to 
increase the surface which serves for re- 
sorption of the fluid. 
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RESULTS OF OPERATION FOR APPEN- 
DICITIS. 

ZAHRADNICKY (Archiv fiir klinische 
Chirurgie, Bd. 104, Heft 3) states that in 
1913 he operated upon 137 cases of appen- 
dicitis with four deaths. In addition to 
this there were fifteen cases not operated 
upon, with two deaths. Of the non-opera- 
tive cases there were only two with gan- 
grene and peritonitis, both of which died. 
Of the 137 operative cases 55 had gangrene 
and peritonitis, and only four died. It is 
rather surprising, as compared with condi- 
tions which existed a few years ago, that 
101 of the cases were operated upon during 
the attack. This is due to the enlighten- 
ment of both the physician and the public 
in regard to the importance of early opera- 
tion. Of the 101 cases 53 were operated 
upon in the early stage—that is, within 
forty-eight to seventy-two hours—and of 
these only one died; of the 48 cases oper- 
ated upon during the intermediate stage— 
that is, after the lapse of seventy-two hours 
—three died. 

The anatomical conditions in the 53 cases 
operated upon in the early stage consisted 
in nearly half the cases of gangrenous 
changes in the appendix; in 10 cases gen- 
eralized peritonitis existed as a complica- 
tion, but amongst these there was no mor- 
tality. In 15 of the cases gangrene of the 
appendix was complicated with local peri- 
tonitis, but death in one case was due to 
secondary postoperative ileus which, in 
spite of breaking up the adhesions and 
forming an artificial anus, went on to a fatal 
termination. Of the remaining cases sub- 
mitted for early operation there was cir- 
cumscribed, suppurative peritonitis in three, 
and in 25 cases simple inflammation with 
serous, serofibrinous or hemorrhagic exu- 
date, while the changes in the appendix 
itself were of a mild inflammatory char- 
acter. There were operated upon in the in- 
terval 36 cases without a death. In the 
majority of these cases the inflammation 
was a simple one, because most of the com- 
plicated cases were operated upon during 
the active stage. 

Between the years 1898 and 1913, 641 
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cases were operated upon with 35 deaths. 
Of these 342 were operated upon during 
the attack with 34 deaths; 215 of these be- 
ing operated upon within the first seventy- 
two hours, with a mortality of seven. In 
40 cases of gangrenous appendicitis with 
diffuse peritonitis there were four deaths. 
In 73 cases of gangrenous appendix with 
circumscribed peritonitis there were three 
deaths. There were 21 cases of circum- 
‘ scribed suppurative appendicitis and 71 
cases of simple appendicitis operated upon 
without a death. It is thus seen that oper- 
ation in simple appendicitis is without dan- 
ger, and by operation we prevent the recur- 
rence which experience shows will take 
place in two-thirds of all cases. 

It should be mentioned that the clinical 
phenomena are in many cases no key to 
the diagnosis of the anatomic form of the 
disease, because in apparently light cases 
the diseases may anatomically be very se- 
vere, even gangrenous, while, on the other 
hand, some cases which appear very severe 
clinically may be of a simple form. The 
highest mortality was in the cases of gan- 
grenous appendix with diffuse peritonitis, 
in which 24 cases out of 30 were fatal. This 
mortality occurred largely in the early years 
of the series, when many cases reached 
the hospital in a badly neglected condition. 
The malignance of diffuse peritonitis is 
very great in the intermediate stage of peri- 
tonitis. The lesson in this for the practic- 
ing physician is to prevent its development 
by operation early in the attack. Even cir- 
cumscribed peritonitis is more often fatal 
in the intermediate stage than when opera- 
tion is done early. 

In the last few years the question has 
been raised whether operation should be 
done in the intermediate stage or deferred 
until the attack has subsided. Those who 
oppose operating in the intermediate stage 
maintain that the mortality is greater than 
in the interval. If we have the assurance 
that peritonitis is not present, then we can 
safely delay operation until the subsidence 
of the attack or until there is recurrence. 
But we do not possess this assurance, 
though, on the contrary, we do know that 
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the mortality in generalized peritonitis in 
the intermediate stage is 80 to 100 per cent, 
while in the early stage it is 8.6 per cent. 
Therefore it is advised that in every severe 
case or in one having an irregular course 
early operation be done. There were op- 
erated upon in the interval 297 cases with 
one death, due to embolism in the pulmon- 
ary artery. In half the cases there was 
abscess, perforation, or marked adhe- 
sions, thus putting the procedure in the 
class of serious abdominal operations. In 
three cases the appendix had entirely dis- 
appeared, and in its place was a mass of ne- 
crotic tissue. Out of the 621 operative 
cases intestinal fistula occurred eight times. 
Five of these were of short course, healing 
in from three days to a week ; in three cases 
an operation had to be done for the cure of 
the condition. In four cases postoperative 
hernia occurred. All were drainage cases. 
After extirpation of the appendix the cure 
was radical, because after this organ has 
been removed there can be no return of the 
disease. It is asserted by some that recur- 
rence may take place in the stump of the 
appendix, but this is impossible if the oper- 
ation is properly carried out. 

With reference to the cause of appendi- 
citis, it may be said that the majority of 
authors consider it an infectious disease, 
and microscopic as well as_bacteriologic 
findings support this view. The point of 
entrance seems often to be the tonsils, and 
when appendicitis follows an attack of ton- 
sillitis we cannot fail to recognize this re- 
lation. In other cases the exciting cause 
seems to be a coryza. There are observed 
many cases in which catarrh of the stomach 
or intestines figures in the history. There 
seems to be a certain period of incubation 
varying from one day to one week in which 
the patient does not feel well, is easily tired, 
and shows some distention of the abdo- 
men. After such a period the attack may 
begin suddenly and in a very violent man- 
ner, or the onset may be very slow. The 
theory of infectiousness is further sup- 
ported by the fact of the occurrence of the 
disease in certain houses or places of resi- 
dence or in people who are exposed to one 
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who has suffered an attack. Sometimes it 
seems to take on the features of a family 
disease. The author has observed this type 
in nine different families, involving alto- 
gether 17 different cases, as many as four 
occurring in one family. 





EXPLORATION OF THE KNEE-JOINT. 


CornER (British Journal of Surgery, 
October, 1914) holding that to explore the 
joint it is necessary to open in such a way 
as to allow the maximum of inspection with 
the minimum of disability afterward, advo- 
cates the extension of the operation recom- 
mended by Jones and Alwynne Smith as 
follows: 

An incision parallel to the long axis of 
the limb is made over the front of the leg 
from about three inches above the patella 
to the tubercle of the tibia. The skin and 
fat are divided. All skin edges are hidden 
by sheets of sterilized cambric held in posi- 
tion by tissue forceps. The fibers of the 
rectus femoris muscle and the ligamentum 
patellz are then split in the middle, and 
the patella is divided longitudinally. The 
division of the bone may be done with a 
saw; or, and as Corner believes is better 
carpentry, it may be completed by a chisel 
or osteotome, as is the custom of Mr. Rob- 
ert Jones. The joint is now opened and the 
synovial membrane of the suprapatellar 
pouch divided along the line of the incision. 
Forming a kind of diaphragm across the 
lower part of the joint, from the ligamen- 
tum patellz to the femur, is the ligamentum 
mucosum, with the ligamenta alaria on 
either side. It is necessary to detach the 
ligamentum mucosum from its attachment 
to the femur, and divide it, separating the 
ligamenta alaria, in order to see the pos- 
terior part of the joint. (It is noteworthy 
here that the troublesome hemorrhages in 
this operation are from the loose tissue 
between the quadriceps femoris and the 
suprapatellar pouch of synovial membrane, 
and from the fatty tissue in the ligamenta 
alaria). When this is done, the two halves 
of the patella can be retracted with sharp 
hooks, and the knee flexed so that the con- 
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dyles protrude between the two halves of 
the patella and allow the posterior part of 
the joint to be inspected. 

This method of exposure of the joint 
allows every cranny to be examined by 
sight, and the “septiciferous” procedure of 
putting the finger, even gloved, into the 
joint is avoided. It has been learned that 
in injuries to the knee-joint other struc- 
tures than the internal semilunar cartilage 
are injured; that the crucial ligaments are 
of prime importance; that recurrent foreign 
bodies in the joint commonly follow upon 
injuries; that if the crucial ligaments are 
not injured, the semilunar cartilages may 
be, and generally vice versa; and so on. 

The functions of these crucial ligaments 
are well seen during the operation. Both 
are tight in extension and in full flexion; 
both are slack in the intermediate positions 
of the joint ; and both check rotation move- 
ments in the joint, particularly when the 
crucials are already tight—i.e., in extreme 
flexion and extension. It is when rotation 
movements are least restraincd, in semi- 
flexion, that the semilunar cartilages are 
most prone to injury. By limiting such 
movements the postoperative stiffness of a 
joint makes it appear stronger 
improved. 

The wound is closed as follows: The 
synovial membrane of the joint with a con- 
tinuous catgut suture, one below and one 
above the patella. The ends contiguous to 
the patella should not be tied until all blood 
has been removed from the joint, as by a 
stream of saline. Continuous in preference 
to interrupted sutures are used, because 
they give better and more uniform closure 
of the joint cavity, thus preventing any 
extra-articular effusion of blood from en- 
tering the joint. 

When the ends of the sutures close to 
the patella are tied, it is seen that the two 
halves of the bone are brought reasonably 
into apposition and that it is unnecessary 
to wire them together. The bleeding from 
their sawn surfaces has ceased. Another 
continuous suture of catgut unites the rec- 
tus femoris, the prepatellar tissues, and the 
ligamentum patelle. At times, such as 


and 
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when flexion of the knee during the opera- 
tion acts like an Esmarch bandage and tour- 
niquet in making a bloodless wound, it is 
impossible, when the knee is straightened, 
to check quickly and surely the oozing 
hemorrhage which exudes from the loose 
tissues under the quadriceps muscle. In 
such a case the continuous suture is not 
used, but merely one close above and one 
close below the patella—or a single one has 
been put round the patella. All oozing is 
thus allowed free escape, and none enters 
the joint. 

Perhaps the most important lesson to be 
learned from exploring the knee-joint is 
that the ligamentum mucosum and the liga- 
menta alaria form a diaphragm across the 
joint from the ligamentum patellze to the 
femoral condyles. In this way the joint 1s 
separated into two cavities, of which the 
former, the anterior, is divided — incom- 
pletely—into two (the suprapatellar and the 
middle) by the patella, and the latter, the 
posterior, is divided — incompletely — into 
two lateral chambers by the crucial liga- 
ments. 

This teaches at least two important 
lessons: First, it is impossible to empty 
the joint by tapping. As the joint becomes 
empty, the anterior and the posterior cham- 
bers communicate less and less, until fin- 
ally there exists no communication. 

Second, it is impossible to clear the joint 
by lavage unless the posterior chamber is 
freely opened. To open this chamber thor- 
oughly, the patella and the ligamentum 
patella must be split and the ligamenta 
alaria cut away. Then, and not till then, 
can the posterior chamber be washed out. 
Even then it is necessary to flex the knee 
so that the femoral condyles protrude be- 
tween the fragments of the split patella, in 
order that the crannies at the back of the 
joint may be scoured thoroughly. 

The after-treatment of these cases is 
simple. At the end of twenty-four hours 
the splint is removed and the leg left free 
or between sandbags. The patient can 
move it (active movement) as soon as he 
likes. If there is no inflammation in or 
around the joint, the movement will return 
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fully and completely. If there is inflam- 
mation about the joint, passive movements 
will be required. 


OBSERVATIONS ON ONE HUNDRED 
CASES OF GENERAL PARALYSIS OF 
THE INSANE IN MARRIED MEN, 
THEIR WIVES AND 
CHILDREN. 

Hype (Cleveland Medical Journal, Octo- 
ber, 1914) notes that the percentage of 
paresis has increased during the past few 
years. Hereditary influence varies accord- 
ing to the age of the disease. 

Kassowitz states that one-third of all 
syphilitic infants die in utero, and of the re- 
maining, 35 per cent succumb during the 
first six months of life. Statistics show 
that paternal heredity has the lowest mor- 
tality, about 30 per cent, while that of ma- 
ternal is about double, or 65 per cent, and 
mixed the most fatal, with 80 per cent. 
Hyde places the latter figure about 90 per 
cent. Experience teaches that this influ- 
ence is often very variable, according to the 
age of syphilis. It attains its maximum in 
the first few years of the disease, and grad- 
ually decreases afterward, the effect of time 
being to attenuate and finally annihilate 
hereditary influence. 

The age of the patients examined ranged 
from twenty-eight to sixty-one years, with 
an average of forty-five. The average cell 
count was thirty-two, the highest one hun- 
dred and twenty, and the lowest twelve per 
cubic millimeter. Twelve of the wives 
showed a very positive serum reaction. All 
were unable to give any history that would 
suggest the time of their infection. The 
twelve women gave a history of forty-nine 
pregnancies. These pregnancies resulted 
in forty-four deaths and five living chil- 
dren. The forty-four deaths were sub- 
divided into twenty-four miscarriages, 
nine stillbirths, and eleven cases which died 
soon after birth. The mothers gave a his- 
tory of from two to four miscarriages be- 
fore the birth of these five children. 

One woman was admitted to the hospital 
suffering from locomotor ataxia. Her hus- 
band had been admitted two years previ- 
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ously suffering from paresis. He had mar- 
ried sixteen years before, a few months 
after infection. The wife’s history included 
a series of five miscarriages. Husband and 
wife both died a few months apart from 
the infection received eighteen years pre- 
viously. In the remaining 88 wives the 
serum tests were negative. They were the 
mothers of 129 children. They gave a his- 
tory of 201 miscarriages and stillbirths, and 
it is quite probable that these figures may be 
too small, due to the timidity of the wo- 
men to state the true conditions. Forty- 
six of these women were the mothers of all 
the living children, and gave a history of 
116 miscarriages and stillbirths. The 
serum tests of 116 of the 134 children 
showed a positive Wassermann reaction in 
13 cases. All of these 13 children pre- 
sented some of the dystrophies, and none 
have ever enjoyed good health. Their ages 
ranged from two to twelve years. The re- 
maining 103 children, whose serum was 
found to be negative, presented varying 
types of health, the majority being. below 
normal physically. In the majority of 
these cases the father’s infection preceded 
the marriage from three to ten years, and 
the mother usually gave a history of at 
least one miscarriage preceding the birth 
of her first child. The author expresses 
the view that by treating patients until the 
Wassermann test shows that they are cured 
we will abolish further danger to parent 
and future offspring and render a service 
to their posterity. 





TREATMENT OF ARTHRITIC DEFOR- 
MITIES. 

Jones (British Medical Journal, Oct. 31, 
1914) holds that the deformities of arthri- 
tis, whether they be tuberculous or of other 
nature, when they appear reflect discredit 
upon somebody: on the parent for not seek- 
ing advice, or upon the practitioner for fail- 
ing to appreciate the fundamental principles 
of treatment. The essential symptom of 
arthritis is limitation of movement of the 
joint in each of its normal directions. It is 
difficult to prevent deformity unless we 
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know the types which occur in the natural 
course of disease. In arthritis of the big 
toe plantar flexion exists; in the ankle, ex- 
tension; in the knee, flexion, accompanied 
in the more pronounced cases by rotation 
outward and displacement backward of the 
tibia; in the later stages of arthritis of the 
hip, flexion, adduction, and internal rota- 
tion; in that of the wrist, palmar flexion; 
in the elbow, extension of about 110 de- 
grees; and in arthritis of the shoulder, ad- 
duction. In cervical caries the malposition 
of the head depends upon the location of 
the disease. If the upper two or three 
vertebrz are diseased the head is twisted to 
one side into the position of wryneck. If 
the disease be lower the chin is advanced 
and dropped toward the chest. If the dis- 
ease is yet lower the chin is elevated and 
somewhat advanced, the head being thrown 
backward toward the shoulders, which are 
raised to meet it. 

In view of the possibility of ankylosis the 
surgeon should ascertain from the patient 
what position he would desire his joint, in 
order to obtain most use from it. The hip 
is usually best fixed fully extended, as is 
also the knee; if bony ankylosis should oc- 
cur a little flexion at both joints is no dis- 
advantage. The ankle should be fixed at 
right angles, and the elbow slightly below 
the right angle. The wrist should be kept 
hyperextended. 

As to the tuberculous deformities in the 
young, it is perfectly safe to correct de- 
formity during the active period and com- 
paratively simple. The shoulder should be 
kept abducted, held somewhat forward, and 
slightly rotated inward, so that if ankylosis 
occur the range of movement will be ma- 
terially assisted by the muscles of the 
scapula. Deformities of the spine may 
always be diminished by appropriate pad- 
ding, while the patient lies upon a convex 
frame. Bony ankylosis in children is a 
comparatively uncommon ending. 

Jones has always regarded tuberculosis 
in the young as benign and tractable ; in the 
adult a very different disease requiring 
radical attack. Manipulation with exten- 
sion should always be the method of attack, 
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in young children, where the disease is 
active, and in patients, of whatever age, 
where the fixation is soft and fibrous, and 
where operation is disallowed. It should 
never be advocated in the adolescent, where 
the ankylosis is sound, be it fibrous or bony. 
Osteotomy where the ankylosis is bony is an 
extremely successful operation, the surgeon 
being. able in case of pelvic obliquity to cor- 
rect four or five inches of shortening. If 
the adduction and flexion are marked and 
the neck of the femur is not absorbed, the 
ankylosis being bony, a transtrochanteric 
section is preferable, the section being made 
through the bone parallel to Poupart’s liga- 
ment, and the operation should be completed 
by subcutaneous division of the adductors. 
If the neck and head of the femur be ab- 
sorbed and the trochanter raised, it will be 
necessary to remove a wedge from the base 
of the trochanter, as a simple osteotomy will 
not secure sufficient abduction. Subtro- 
chanteric division should never be done if 
the flexion is acute, but may be applicable 
where flexion is not as marked a feature as 
adduction and rotation.. After osteotomy 
the limb should be kept for six weeks well 
abducted, and at the end of that period the 
leg is brought to the middle line, the pelvis 
follows it, and in this way the practical 
length of the short limb is increased, the 
amount of lengthening being proportionate 
to the abduction at which it was placed. 

In bony ankylosis of the knee a wedge 
is removed from the femur anteriorly, the 
shape of the wedge depending upon the 
degree of flexion and the presence or ab- 
sence of lateral deviation. The fit should 
be very accurate to insure a firm ankylosis. 
In cases in which moderate flexion persists 
with otherwise free movement, an oblique 
osteotomy should be performed, and the 
limb ‘straightened. 

In bony ankylosis of the shoulder osteot- 
omy of the neck of the humerus may: be 
advantageously employed. The arm is 
rotated inward and abducted forward. 
When union has taken place it can be lifted 
high. 

As for arthroplasty, Jones uses entirely 
free fascial flaps derived from the fascia 


211 


lata, and lays more stress upon the cleanli- 
ness and competence of the surgeon than 
the character of the interposed flaps. The 
collective results of arthroplasty of the 
ankylosed knee are by no means encourag- 
ing. Jones aptly remarks that surgeons 
rarely enthuse at the visit of a case of so- 
called monarticular rheumatoid arthritis of 
the hip in an elderly person. They know 
that in such a case friction is the cause not 
only of the pain but of the increase in bony 
excrescence. Relief from friction may be 
brought about in early cases by operations 
for the removal of bony outgrowths, or in 
more severe cases by bony fixation of the 
head of the femur to the acetabulum, or in 
the still more advanced cases by the opera- 
tion of pseudoarthrosis without disarticula- 
tion. This operation consists in chiseling 
the trochanter from the femur and preserv- 
ing it with its muscular attachments, and 
removing the neck of the femur and nailing 
the trochanter over the acetabulum, which 
contains the severed femoral head. In this 
way callus exudation is avoided and move- 
ment practiced without friction. The oper- 
ation is rapidly done and involves but little 
shock. It is evident that however skilfully 
performed no arthroplasty can produce a 
normal joint. 





THE SOLDIERS’ FEET. 


WesB-JOHNSON (British Medical Jour- 
nal, Oct. 31, 1914) observes that Germans 
found that lifting the foot high when 
marching made the troops more sure-footed, 
and that while before its adoption 25 per 
cent of the men stumbled, and 10 per cent 
fell in a charge over rough ground, the new 
method practically eliminated such misfor- 
tunes. Any recruit should be rejected who 
exhibits flatfoot, hallux valgus, hammer-toe, 
ingrowing toe-nail, corns, or bunions. As 
for flatfoot, it is advised to reject a man if 
he is quite unable to raise himself on his 
toes and restore the arch by the action of 
the muscles of the calf. Mechanical sup- 
ports are not to be encouraged in the sol- 
dier. In those cases of slight defect the heel 
and sole of the boot may be made continu- 
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ous on the inner side, or the inner border 
may be raised so as to throw the foot on to 
its outer border. 

Hallux valgus when well marked inca- 
pacitates for a march. Hammer-toe is 
equally incapacitating and is best treated by 
excision of the proximal phalangeal joint. 
Or the toe may be straightened by section 
of the flexed tendon and the lateral liga- 
ments at the first interphalangeal joint. As 
to treatment of corns, it is advised that they 
be rubbed down daily with pumice-stone, 
and if tender protected with a piece oi 
stockinet plaster. For the radical cure the 
area of the corn is painted with tincture of 
iodine, and all the thickened epidermis is 
cleared away with a scalpel, this being fa- 
cilitated by making the skin tense with the 
left fingers. Then the concentrated apex 
or ridges, which are the actual cause of the 
pain, are lifted out with a sharp-pointed 
straight scalpel. To alleviate the pain of 
the corn a crescentic pad applied to the pos- 
terior aspect is advised, this being applied 
on the posterior aspect of the wound, and 
covered with a stockinet plaster. 

Bunions are generally associated with 
hallux valgus, and, if accompanied by syno- 
vitis, prevent marching. To alleviate the 
pain a wedge-shaped felt pad should be 
worn between the great and second toes at 
the base, and, in addition, a crescent-shaped 
adhesive felt pad on the metatarsal aspect, 
posterior to the joint. This condition is 
greatly helped by a one-inch zinc oxide 
strapping round the shafts of the metatarsal 
bones, sufficiently tight to hold them a little 
closer together, as with a bunion there is 
always a lateral expansion of these bones. 

Sore feet met with after a march if prop- 
erly treated may be quickly cured. Causes 
of sore and blistered feet are incident to 
boots which are either too tight, too loose, 
or improperly laced, or rough in spots; to 
socks which are wrinkled, dirty, or irregu- 
lar in surface; to deformities, filth, and 
moisture of the feet; to wounds or bruises 
or sprains ; or to frost-bite or chilblain. The 
men should be taught to wash and dry their 
feet every day after work is over. The 
sock should be greased on the outside with 
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soap. If they show a tendency to shrink 
they should be stretched and worn on the 
opposite foot. When the feet are actually 
sore and inflamed they should be rubbed 
night and morning with alcohol to which 
should be added 1 to 2 per cent of salicylic 
acid. The tender part should be pzinted 
with a saturated solution of picric acid, or 
a solution of chromic acid (2 to 3 grains 
to the ounce). After drying the feet 
sprinkle with a powder composed of talc 
and salicylic acid, 2 grains of the latter to 
1 ounce of the tale. Or the feet may be 
soaked in a bucket of cold water to which 
potassium permanganate, salt, alum, tannic 
acid, or saltpetre has been added. 

For excessive sweating the feet should 
be soaked daily in a solution of formalin 
and water (1 to 800), dried, and dusted 
with zinc oxide or some other powder. The 
soles of tender feet should be soaped. The 
author advances the ingenious theory that 
the gonococcus is responsible for many foot 
disabilities in the army. 





PRIAPISM. 


Under this heading Hinman (Annals of 
Surgery, December, 1914) records two 
cases, and in his classification of this rare 
condition alludes to the relation between 
the nasal mucosa and sexual activity, and 
states that among an analysis of cases only 
about 20 per cent are purely nervous in 
origin. Forty-five cases occurred in the 
course of leukemia. In 80 per cent of the 
cases there was a local mechanical cause. 
Under this heading is included thrombosis 
of the veins of the corpora, which not in- 
frequently follows sexual excess. Local 
injury produced hematoma of the venous 
spaces of the corpora with subsequent pri- 
apism in seven cases. There were 28 cases 
in which the priapism was preceded by re- 
current transient attacks of erection. Of 
this number there were 2 tabetics, 5 neu- 
rotics, 3 with intoxication from cantharides, 
3 with intoxication from some general in- 
fection, and 15 with some local disease, in 
all of which there was a final continuous 
and prolonged attack evidently due to 
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thrombosis. Priapism occurred in leukemia 
and gout in about 27 per cent of cases. The 
evidence for thrombosis is convincing. 
Twenty-nine, about 70 per cent, had a dura- 
tion of from twenty to sixty days. In the 
non-operative cases the subsidence was 
slow, spontaneous, and gradual. Many of 
the cases had a sudden onset in the night, 
and it is true that thrombosis is more apt 
to occur in a distended organ than when it 
is flaccid. The four cases associated with 
gout are similar to the leukemia cases and 
are probably due to a thrombosis superven- 
ing upon a nervous reflex. They lasted 
from three to six weeks, and all subsided 
slowly and spontaneously. Nervous case; 
mostly had a duration of less than ten days. 

The condition was noticed most fre- 
quently between the twentieth and fiftieth 
years. The youngest case was one of con- 
genital syphilis and occurred shortly after 


birth. One case persisted for over two 
years. The condition was not uniformly 
painful. There is usually loss of desire. 


The attempts to relieve the condition by 
coitus followed by normal ejaculation were 
rather an exaggeration than a relief of the 
priapism. Inability to have an erection 
after the subsidence of the priapism was 
observed in only 17 of the cases, and these 
were not followed for a long period. The 
recovery of the power of erection was men- 
tioned in 36 of the histories. The loss of 
the power of erection was not mentioned in 
a single nervous case, but there were 17 
deaths in this group. In not a single case 
was death attributable to the priapism. 
As to treatment, there seems to be but 
one simple effective form. This is by incis- 
ion and drainage of either one or both cor- 
pora cavernosa. A single incision, inasmuch 
as the blood-vessels of the corpora anasto- 
mose freely, is about as effective as double 
incision. In the 33 cases in which this 
operation has been done, there was immedi- 
ate cure in all but two cases (in one the 
incision was apparently not thorough 
enough, and the other in which the opera- 
tion failed was one of nervous pathogen- 
esis). Worms and Hamont have advised 
this operation for all forms of priapism, 
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but it would seem to be applicable to the 
mechanical form only. The operation does 
not destroy the power of future erections. 
Priapism even may follow, as occurred in 
one case several months after the operation. 
These very favorable results recommend an 
early and thorough incision of one or both 
corpora cavernosa in all cases of mechanical 
priapism. 

Unfortunately few of the operators have 
indicated (no one clearly) the procedure 
followed by them in opening the corpora. 
The incision in a majority of the cases has 
been made a little back of the midpart of 
the corpus on the dorsolateral surface. The 
mid-dorsum and ventrum are to be avoided 
because of the dorsal vessels and nerves 
above and the urethra below. It seems im- 
portant that this incision should extend 
well into the spongy tissue of the body and 
be of sufficient length to allow the con- 
tents to be thoroughly evacuated. In many 
of the cases both corpora were opened; in 
some others only one incision was made on 
one side and the opposite corpus emptied 
through this (the vessels of the two anas- 
tomose). The fibrous sheath of the corpus 
should be completely slit and the incision 
extend deeply into the spongy tissue, or the 
veins and spaces will be with difficulty and 
only partially emptied. 

The contents are described as consisting 
of “black grumous blood,” “thick clot,” 
“thick coagulum,” “coagulated blood,” etc. 
No definite thrombus is mentioned nor de- 
scribed for any of the operative cases. Kast 
found at autopsy, in his case, “large leu- 
kemic thrombi” in the corpora cavernosa. 
The corpora are only emptied after consid- 
erable squeezing and manipulation, anu it 
has been necessary in some cases to make 
secondary incisions into the spongy tissue 
through the primary skin opening in order 
to completely empty the organ of its con- 
tents. In all cases the entire corpus seemed 
involved in the process. In no case was 
there excessive bleeding afterward. Usu- 
ally a small wick or rubber drain was in- 
serted and the skin and fascial sheath 
closed with interrupted or continuous 
suture. 
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Perfect asepsis during and after the oper- 
ation would seem to be of considerable im- 
portance, inasmuch as several of the cases 
subsequently became infected and suppu- 
rated for some time, and a number of uri- 
nary fistule are reported with these cases. 
A number of the cases (following caver- 
nitis) were already infected at the time of 
the operation. The ultimate results as to 
the character of subsequent erections, the 
formation of scar tissue at the site of the 
incision, and as to whether this scar was 
tender and painful on erection or not, etc., 
are stated in none of the accounts. 





THE PHENOLSULPHONEPHTHALEIN 
TEST. 

Tracy (Surgery, Gynecology and Ob- 
stetrics, December, 1914) summarizes his 
work on this subject as follows: 

The dye appeared in the urine in from 
five minutes to forty-two minutes, the aver- 
age being ten minutes and eighteen seconds. 

The average output for the first hour was 
34.27 per cent, for the second hour 20.83 
per cent, and for the two hours 55.1 per 
cent. 

In 91.7 per cent of the tests the output 
was greater in the first hour. In 8.3 per 
cent of the tests the output was greater in 
the second hour. 

In 20 per cent of the tests there was 4 
per cent or less than 4 per cent difference 
between the output in the first and second 
hours. 

Five cases, with the lowest phthalein out- 
put in the series, were subjected to major 
operations and had a normal convalescence. 

Other cases with a much higher phthalein 
output had a complicated convalescence, 
with evidence of renal disturbances. 

One case, with a phthalein output of 53 
per cent, died of uremia in less than two 
months. 

Another case, with a phthalein output of 
72 per cent, died of uremia in less than one 
month. 

Another case, with a phthalein output of 
55.5 per cent, died in the hospital of uremia 
fifty-two days after operation. 
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Another case, with a phthalein output of 
87.5 per cent, died in the hospital of uremia 
five days after operation. 

In some cases the phthalein output was 
less after the patients were placed in bed 
and the excretory organs toned up; in other 
cases the output increased. 

In determining the functional activity of 
each kidney the test should be applied sev- 
eral times and the average taken. The re- 
sult should then be checked up by other 
tests. 

It does not seem possible to work out the 
minimum percentage phthalein output by 
which it will be safe to undertake surgical 
operations, nor is it possible from the 
phthalein test to determine what cases 
should or should not be subjected to opera- 
tion. The writer believes it will never be 
possible to determine this point by any 
laboratory test, as the functional activity of 
a kidney varies under numerous circum- 
stances and at different times. 

In determining whether or not a patient 
should be subjected to operation, the his- 
tory, clinical symptoms and physical exam- 
ination are of much greater value than any 
renal functional test yet devised. 

The phthalein test used in conjunction 
with the clinical symptoms, history, and 
physical examination is of value. A small 
percentage output should put the surgeon 
on his guard and cause him to study the 
patient most carefully before undertaking 
an operation. The phthalein test should 
be used only as one of the many methods 
of investigation in ascertaining the condi- 
tion of the patient. 





THROMBOANGIITIS OBLITERANS AN 
INFECTIOUS DISEASE. 

BuERGER (Surgery, Gynecology and Ob- 
stetrics, November, 1914), as the result of 
study of an interesting group of cases of 
presenile gangrene, described by the Ger- 
mans under the name “endarteritis oblit- 
erans,” and for which he has proposed the 
title of this paper, notes that the condition 
seems to afflict the Jewish race almost ex- 
clusively, and is particularly observed in 




















immigrants or children of immigrants from 
Poland and Galicia and Russia. He re- 
gards the disease as infectious and thinks 
there is a specific type of organism at work. 
He notes that most of the larger arteries, 
and sometimes the veins as well, are 
obliterated over a large extent of their 
course. All stages in the occlusive 
change may occur in the various vessels of 
an extremity, or in the same vessel in dif- 
ferent parts of its course. The closure of 
the vessels is effected by red obturating 
thrombi; these become organized, vascular- 
ized, and canalized. Recent red thrombosis 
may involve large portions of arteries or 
veins and is not secondary to the gangre- 
nous process. It occurs even when no gan- 
grene is present. In short, we are dealing 
with lesions of considerable extent, appar- 
ently initiated by the formation of occlu- 
sive thrombi, chiefly in arteries, but not 
confined to these, followed by organization 
or healing, with an attempt at the produc- 
tion of sufficient collateral circulation. 

The disease thromboangiitis obliterans is 
often associated with thrombophlebitis of 
superficial veins of the arms and legs. 

Certain peculiar cutaneous nodosities are 
characteristic manifestations in many of the 
cases. 

The disease of the superficial veins may 
be subsidiary, or it may dominate the clini- 
cal picture. Objective signs referable to 
these vessels should be regarded as ex- 
tremely suspicious marks of the synchro- 
nous development of thromboangiitis oblit- 
erans. In the presence of migrating phle- 
bitis or cutaneous nodosities we should 
carefully search for evidence of thrombo- 
angiitis obliterans, in the form of pulseless 
vessels, erythromelia, blanching of the leg 
in the elevated posture, cold and blue toes, 
pain in the calf of the leg brought on by 
walking, and other typical phenomena. 

Migrating thrombophlebitis may give no 
symptoms, the signs referable to the deep 
vessels being of most importance. 

Patients may suffer at one time from mi- 
grating thrombophlebitis, at another from 
the progress of occlusive change in the 
deeper vessels. 
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Certain cases suggest the possibility that 
attacks of trouble in surface veins may 
occur simultaneously with similar exacerba- 
tions of disease in deep vessels of another 
limb. 

The morbid process resulting in the pro- 
duction of cutaneous nodosities and throm- 
bosed superficial veins is independent of 
varicosities, of infection, or of trophic dis- 
orders in the territory which they drain. 

The vessels of the upper extremity may 
be affected by the lesion thromboangiitis 
obliterans. 

Thrombophlebitis in the arm and fore- 
arm should arouse our suspicions as regards 
involvement of the deep vessels of the legs. 

Further studies should be directed toward 
solving the relationship between the two 
thrombotic lesions described. 





A STUDY OF THE EFFICIENCY OF THE 
SEELIG-GOULD METHOD OF 
TESTING ANTISEPTIC 
SOLUTIONS. 

GARDNER (Surgery, Gynecology and Ob- 
stetrics, December, 1914) after describing 
the general principles of the Seelig-Gould 
technique, which takes into account osmosis, 
notes his conclusions after using the method 
as follows: 

With celloidin capsules, iodine (12.5 per 
cent in water and KI), alone of all the solu- 
tions tried, would penetrate the contained 
bouillon culture in twenty-five minutes and 
prevent the growth of organisms. The 
actual presence of iodine was shown by the 
starch test. 

With celloidin capsules, alcohol in the 
highest strengths penetrated with remark- 
able rapidity, no perceptible increase in 
antiseptic efficiency being observed above 95 
per cent, but below 95 per cent alcohol is 
effective in proportion to the percentage 
strength. 

With the exception of iodine, substances 
dissolved in alcohol showed no increase in 
efficiency over alcohol alone where celloidin 
capsules were used. 

Tincture of iodine penetrated the celloidin 
and killed even more rapidly than strong 
alcohol. 
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The above conclusions were all verified 
on animal membranes. 

Bichloride of mercury, 1:5000, was in- 
effectual with all membranes, while a dilu- 
tion of 1:1000 penetrated and killed in 
forty-five minutes. 

Phenol, 5 per cent, effectually penetrated 
animal membranes in three minutes, though 
it failed with celloidin. 

Gardner has somewhat modified the tech- 
nique employed and holds that in the present 
state of our knowledge the efficiency of an 
antiseptic cannot be attributed solely to 
physicochemical conditions such as_ the 
concentration of the antiseptic solution, its 
solvent power upon the membrane, or its 
osmotic tension. Probably the character of 
the living and dead animal membranes 
largely determines the rate of diffusion, as 
does also the thickness of the artificial cel- 
loidin membranes. Thus far no method has 
been devised which determines the com- 
parative efficiency of antiseptic solutions 
under conditions obtaining in a modern 
operating-room. 





EXPERIMENTS IN THE DECAPSULA- 
TION OF THE KIDNEY IN RAB- 
BITS WITH BICHLORIDE 
NEPHRITIS. 

ZONDEK (Zentralbl. f. d. ges. exp. Med., 
1914, iii, 122) states that Harrison recom- 
mended nephrotomy for the decrease of 
intrarenal pressure and its sequele, but 
Edebohls substituted for it the less dan- 
gerous decapsulation. This operation has 
been used not only in scarlet-fever nephritis 
and puerperal eclampsia, but in atute forms 
of nephritis and in angioneurotic hemor- 
rhage of the kidneys. A _ considerable 
number of authors have had excellent 
results from it. Zondek used the method, 
experimentally, in kidneys congested by 
torsion or pressure on the pedicle, and 
found that decapsulation of the acutely 
swollen kidney caused a decrease in the in- 
trarenal pressure. The discharge of drops 
of blood and serous fluid observed on de- 
capsulation he called “bleeding the veins 
and lymphatics.” Then he undertook a 
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study of the effect of decapsulation on kid- 
neys not artificially swollen. Bichloride 
seemed to him the best agent for producing 
the kidney lesions, as the swollen condition 
of the kidney produced by _bichloride 
poisoning is very similar to that produced 
by the toxins of various bacteria—cholera 
bacillus, colon bacillus, tubercle bacillus, 
pneumococcus, and diphtheria bacillus. 
The highest dose was 1 cg., the lowest 2 
mg., of bichloride. 

As experimental and control animals, he 
used rabbits with an average weight of 1 kg. 
He found on extirpating the kidneys during 
life that the decapsulated kidneys weighed 
0.7 to 4.6 mgs. more than the non-decap- 
sulated ones. The differences in weight 
were about proportional to the amount of 
bichloride injected and the time of its 
action before the extirpation of the kidneys. 
Though the non-decapsulated kidney con- 
tained more blood than normal, its blood 
content was small as compared with that of 
the decapsulated kidney. The differences 
in weight disappeared in animals that died 
spontaneously “when the motor that drives 
the blood into the kidney” was excluded. 
Microscopic examination showed that in- 
crease in the size of the parenchyma cells 
was not responsible for the increase in 
weight. Therapeutically, decapsulation of 
the kidney not only decreases intrarenal 
pressure but also gives the best opportunity 
for a more complete irrigation of the kidney 
with blood, and for abundant diuresis—— 
Surgery, Gynecology and Obstetrics, De- 
cember, 1914. 





A COMPARISON OF THE RESULTS OF 
THE PHENOLSULPHONEPHTHALEIN 
TEST OF RENAL FUNCTION WITH 
THE ANATOMICAL CHANGES 
OBSERVED IN THE KIDNEY 
AT NECROPSY. 

THAYER and SNOWDEN (American Jour- 
nal of the Medical Sciences, December, 
1914), as the result of a study of the phe- 
nolsulphonephthalein test of renal function 
carried on in conjunction with observations 
upon the anatomical changes in the kidneys 
as observed at necropsy, conclude that in 
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severe chronic nephritis there is a uni- 
formly low ’phthalein output which, as a 
rule, in those instances not interrupted by 
an acute terminal process, decreases stead- 
ily up to the onset of uremia, and is nearly 
or wholly suppressed from a day or two to 
a month before death. Acute terminal pro- 
cesses which may be unsuspected clinically 
are common, and here a sudden diminution 
in the elimination of ’phthalein may come 
on in cases in which the percentage previ- 
ously excreted is not so low as to appear 
menacing. 

In not a single instance, and indeed not 
once in all the studies of the last five years, 
have they met with a case of severe chronic 
nephritis with a good ’phthalein elimination. 

Chronic passive congestion (cardiac dis- 
ease) results often in a considerable reduc- 
tion in the two hours’ elimination of ’phtha- 
lein. The results are very variable in indi- 
vidual cases. In marked decompensation 
the ’phthalein output may be reduced to but 
a trace in two hours; but the excretion is, 
as a rule, rapidly restored with the reéstab- 
lishment of circulatory compensation. 

These observations are in agreement with 
the experimental studies of Rowntree and 
Fitz. 

In the few instances of chronic nephritis 
of moderate extent which are included 
among their cases the excretion of ’phthalein 
was uniformly considerably reduced. All 
these cases, however, were associated with 
chronic passive congestion of considerable 
extent, but the percentage of ’phthalein was 
lower than might have been expected with 
an uncomplicated passive congestion. 

In one instance of acute nephritis and in 
one instance of pure amyloid disease the 
*phthalein excretion was greatly reduced. 

The cloudy swelling observed in acute 
infections was in some instances associated 
with considerable reduction in the ’phtha- 
lein output. 

Their observations tended to support 
their previous impression that the phenol- 
sulphonephthalein test of Rowntree and 
Geraghty is a procedure of considerable 
diagnostic and prognostic value, especially 
in the study of chronic nephritis. 


THE RADICAL OPERATION FOR CAN- 
CER OF THE PLYORIC END OF 
THE STOMACH. . 

W. J. Mayo (Surgery, Gynecology and 
Obstetrics, December, 1914) notes that 
cancer of the stomach is the most frequent 
form of cancer in the human body. In at 
least 75 per cent of gastric cancers the 
pyloric half of the stomach, which is the 
readily removed portion, is involved. The 
opportunities for the operative treatment of 
gastric cancer are many, but the surgeons 
performing the operation are few and the 
results meager, this being incident mainly 
to a failure to make an early diagnosis. At 
present, largely through radiography, the 
clinical diagnosis of cancer of the stomach 
can be made early in a large percentage of 
cases. The history of the patient, the radio- 
graphic and physical findings, and the use 
of the stomach-tube to-day give a reason- 
able prospect of a correct early diagnosis. 

The patients are usually poor risks, and 
the margin between recovery and death is at 
best a narrow one. The lymphatic glands 
lying in four groups with the four blood- 
vessels are quite easily extirpated. The high 
ligation of the four vessels renders the field 
of operation dry and bloodless—an impor- 
tant consideration, since loss of blood in 
debilitated patients is the most potent cause 
of surgical shock. The operation can be 
done in the average case within an hour. 

There have recently appeared an en- 
couraging number of contributions to this 
subject, especially relating to the technique 
and containing suggestions for shortening 
the length of time of the operation, which 
has been at least one of the factors in the 
death-rate. Of these contributions, Crile’s 
and Lilienthal’s, advocating the two-stage 
operation, have been among the more im- 
portant. They have rightly called attention 
to the fact that in debilitated patients gas- 
troenterostomy, which can be done quickly, 
improves the patient’s nutrition and general 
condition; and a resection can be made at 
a later time without so serious a risk. 

In the Mayo clinic in the last fifteen years 
a number of the two-stage operations for 
cancer of the stomach have been done, and 
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of these not one patient died as a result of 
the resection. Standing alone, this would 
seem to be a strong if not an absolute indi- 
cation for the two-stage operation. But an 
examination of the facts concerning these 
cases leaves the indication less clear, since 
they were in a sense selected from a number 
of patients on whom a primary resection 
could have been done and who were sub- 
jected to a gastroenterostomy with the in- 
tention of following this procedure by a re- 
section, but who for one reason or another 
never came to the radical operation. First, 
some of those who were in a most serious 
condition died following the gastroenteros- 
tomy. They would, of course, have died if 
a primary resection had been made instead 
of a gastroenterostomy, but the resection 
received the benefit so far as mortality sta- 
tistics are concerned. Second, some of the 
patients, especially those with large ulcerat- 
ing cancerous masses, did not sufficiently 
improve after gastroenterostomy to enable 
them to submit to a second operation, again 
bettering the statistics of resection by the 
elimination. Third, an occasional patient 
would improve so greatly following gastro- 
enterostomy that a radical operation would 
be refused until too late. 

Another fact of great importance was the 
occasional delay before the second opera- 
tion, as a result of various causes following 
the gastroenterostomy—a delay which re- 
sulted in the vascularization of the adhe- 
sions which so often formed following the 
first operation, and which in this process 
became infected with carcinoma cells. 
Grafting in carcinoma of the stomach is ex- 
ceedingly common, especially grafting to the 
peritoneum ; and the necessary handling of 
the growth, irritation of the peritoneum, 
and the injury inflicted by the performance 
of the gastroenterostomy itself are all mat- 
ters of importance in this connection. 

The mortality depends more upon the 
cases which will be accepted for operation 
than upon any other one factor. The 
Mayos have had mortalities in some years 
following partial gastrectomies as low as 
6 per cent; in other years, with an increas- 
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ing experience and improved technique, a 
mortality of twice that or even more, due to 
the class of cases which they accepted for 
operation, and which would previously have 
been subjected, if operated on at all, to a 
palliative gastroenterostomy. 

Should patients with advanced cancer of 
the stomach be subjected to radical opera- 
tion? In view of the fact that some of 
these patients, especially those with large 
fungating growths, have lived beyond the 
five-year limit, Mayo answers the question 
in the affirmative. It should also be con- 
sidered that the patients subjected to the 
removal of the visible growth in the 
stomach, even if all the glands cannot be 
removed, will get a year or more on the 
average of a very comfortable existence, 
and that this comfortable existence is 
cheered by the knowledge that there is a 
possibility of cure, since, in some cases, 
irremovable glandular hyperplasia is the 
result of infection rather than metastasis. 
These experiences, acknowledged to be ac- 
companied by a high mortality, have led the 
author to extend the radical operation to a 
group of cases which would: formerly have 
been considered inoperable. 

The most serious technical question con- 
cerns the form of reunion of the gastric 
stump to the intestine after the removal of 
extensive disease. The gastric stump is 
small; it has already been seriously de- 
vitalized, and the gastroenterostomy still 
further devitalizes the already damaged 
gastric wall when the Billroth method No. 
2 is used—that is, complete closure of the 
duodenal and gastric stumps with an inde- 
pendent gastrojejunostomy, which has be- 
come, up to the present time, by virtue of 
its many advantages, the operation of choice 
by the majority of surgeons of the world. 

It was with much interest, therefore, 
that Mayo investigated the method of 
Polya, in which, after the excision is made, 
the end of the stomach is directly applied 
to the side of the jejunum, about six to 
twelve inches from its origin. Polya re- 
ported six operations with three deaths, but 
it will be noted from the case histories that 
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the disease was very advanced in the 
patients who died. A number of opera- 
tions have been done recently in the Mayo 
clinic by this method, with one death from 
pulmonary embolus, the autopsy showing 
perfect condition of the operative field. 
The technique employed is as follows: 
The diseased portion of the stomach is 
removed in the usual way and the stump of 
the duodenum closed and buried. An open- 
ing is made in the avascular arcade of 
the transverse mesocolon and the upper 
jejunum pulled through until it can be 
easily brought into contact with the 
stomach. The end of the stomach, which 
is held in the crushing clamp of Payr, is 
united by suture to the loop of jejunum 
quite as the ordinary gastroenterostomy is 
made. If the diameter of the end of the 
stomach be very large, it can easily be 
diminished by placing the sutures in such 
manner as to take a proportionately greater 
bite in the stomach than in the intestine, 
thus reducing the lumen of the stomach as 
the suturing progresses. The stomach is 
anastomosed to the jejunum at a point 
where the jejunal blood-supply is extra- 
ordinarily good, and the jejunum can be 
depended upon to do more than its share in 
the healing process. Before the inner 
through-and-through sutures are placed, 
the stomach and intestine are grasped with 
elastic holding clamps to prevent soiling; 
the inner row of sutures is then run entirely 
around and the outer row completed. The 
entire anastomosed end of the stomach is 
then drawn down below the transverse 
mesocolon, and the margin of the opening 
in the transverse mesocolon carefully at- 
tached by a number of sutures to the wall 
of the stomach. Fine silk is used for the 
peritoneomuscular sutures and chromic cat- 
gut for the through-and-through inner row. 
This operation has some obvious ad- 
vantages. It saves the time consumed in 
closing the end of the stomach, and in cases 
in which only a small pouch of the stomach 
is left, it is very much easier than an inde- 
pendent gastroenterostomy. Unless further 
experience shows some contraindications, 
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- Mayo predicts for this procedure a large 


field of usefulness if it does not become the 
method of choice. 





ANASTALSIS AND THE SURGICAL 
THERAPY OF THE COLON. 

Lyncu and Draper (American Journal 
of the Medical Sciences, December, 1914) 
state their conviction to the effect that there 
is a well-defined group of cases in which 
the constipation is due to preponderance of 
the anastaltic over the prostaltic colonic 
wave. This is easily shown by the rapid 
transfer of a bismuth enema from the rec- 
tum to the cecum and the return to the 
rectum of a portion of the mass—some re- 
maining in the cecum—the round trip oc- 
cupying about six to eight minutes. The 
haustral segmentations are not affected ; the 
return to the rectum is slower than to the 
cecum: gradually the bulk of the mass ac- 
cumulates in that organ, and the reciprocal 
movement ceases. 

If, as the authors believe, there is this 
form of anastaltic constipation associated 
with coloduodenal dilatation and insuffi- 
ciency of the ascending colon, and which 
can be easily diagnosed by the Roentgen- 
ray, it is evidently due to aberrant physi- 
ology rather than to faulty morphology, 
placement, or other mechanical conditions, 
and must be treated by a physiological 
rather than a morphological method. 

Anastalsis is therefore necessarily a most 
important factor in colonic therapy, for all 
observers are agreed not only as to the fre- 
quent existence of the anastaltic wave 
throughout the colon, but also as to its pre- 
ponderance over the prostaltic wave in the 
group considered. 

Based on this reasoning the authors pro- 
pose a novel method of preventing the 
anastaltic or reverse wave, namely, the iso- 
lation of a segment of the ileum long 
enough to reach from the cecum to the sig- 
moid, and the anastomosis of the oral end 
of this segment to the cecum, and of its 
aboral end to the sigmoid, while the proxi- 
mal portion of the ileum is anastomosed to 
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the sigmoid beside the isolated segment, to 
which it is also sutured. Fecal material is in 
this way able to pass from the cecum to the 
sigmoid, but cannot reverse its direction. 
This procedure may also be employed to 
prevent reflux after the usual operation of 
ileosigmoidostomy. 





THE CHOICE OF THE METHOD OF 
OPERATION IN THE TREATMENT 
OF GASTRIC AND DUODENAL 
ULCER. 

Von ETsELSBERG (Surgery, Gynecology 
and Obstetrics, November, 1914) gives a 
review of his experience for the past ten 
years. He notes that the operations for the 
acute and chronic conditions found in gas- 
tric ulcer are among the finest achievements 
in modern surgery. That the operation is 
a gratifying one and justly fills the surgeon 
with pride and satisfaction will be admitted 
by all who have witnessed the recovery of 
a patient who had been suffering from an 
acute perforation due to a gastric ulcer, and 
who has been rescued from imminent peril 
by laparotomy, irrigation of the peritoneal 
cavity, and suture of the ulcer; or, again, 
the restoration of a patient suffering from 
chronic pyloric stricture to perfect health 
by gastroenterostomy. 

Gastroenterostomy, especially, has come 
to be considered the operation most fre- 
quently attended with beneficial results, and 
to-day there is no operation so often done 
in the gastrointestinal canal, excepting of 
course appendix resection. Where the 
operation can be performed it is now recog- 
nized as the universal method of treatment 
in all cases of ulcerated processes of the 
stomach. But the happy results of gastro- 
enterostomy just now mentioned are not 
evident in all cases. In cases of persistent 
ulcer particularly, its cures are not so 
numerous as in the cases of ulcers already 
healed. In cases in which the ulceration is 
at a distance from the pylorus, the result 
of gastroenterostomy is not so good as in 
cases in which the ulceration is situated at 
the pylorus. Especially to Professor Clair- 
mont is due the credit of having discovered 
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this. And finally, one must always bear in 
mind that there may be a possibility of 
carcinoma in cases of tumor formation, and 
obviously in these cases removal only is 
efficient, while a gastroenterostomy would 
have, at most, a palliative value. 

In consideration of the fact that gastro- 
enterostomy has become the usual opera- 
tion in the treatment of gastric ulcers, it 
behooves us to look very carefully into its 
merits. 

Out of a total of 334 gastroenterostomies 
for gastric ulcer 17 died after operation. 
In 12 of these the ulcer was recent. In 
some cases the gastroenterostomy not only 
failed to stop hemorrhage but seemed to 
induce it. Postoperative peptic ulcer oc- 
curred seven times in 334 cases. Forty-one 
cases are reported as having died at a later 
date. The cause of death is known in only 
23, of which 13 perished of cancer of the 
stomach, whilst in six the fatality was due 
to extension of the disease. Of the 334 
cases 134 are regarded as cured. There are 
36 cases recorded of unilateral exclusion of 
the pylorus with gastroenterostomy of the 
stomach and duodenum. There was no 
mortality after operation; 11 cases were 
cured, one lost sight of, five improved, and 
four unrelieved. Three of the patients died 
at a later date, one of carcinoma, two of 
postoperative peptic ulcer. Twelve of these 
cases were operated upon during the year 
1913. 

Peptic ulcer appears to be caused by the 
continuous passage of the acid gastric juice 
into the small intestine, the duodenum, 
causing erosion of the mucous membrane 
and giving rise to the growth of an ulcer. 
The lesion seems to occur in varying inten- 
sities. In the less severe cases symptoms 
in the form of simple pains, such as an 
ulcer usually causes, may occur. In such 
cases, as in all ulcerative. processes, repair 
on the part of the organism may bring 
about a cure; and in the cases of spon- 
taneous cure, contraction and stricture of 
the gastroenterostomy wound area seem to 
take place very easily. In other cases the 
ulcer itself spreads. In each of the twelve 
patients a peptic ulcer was verified at the 
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autopsy in vivo. Finally there were four 
patients who developed symptoms of peptic 
ulcer following unilateral pyloric exclusion. 
In all the cases the chief symptom was the 
development of a very painful induration 
in the neighborhood of the gastroenteros- 
tomy fistula, the discomfort and pain be- 
coming so great that one could scarcely 
touch the spot. In fifteen of the cases the 
diagnosis of peptic ulcer was verified by 
subsequent re-laparotomy. Two patients 
were not operated on. Gastroenterostomy, 
jejunostomy, or finally an excision of the 
whole ulcer, was done at the re-laparo- 
tomies, and in some cases more than one 
of these operations was done, either at one 
operation or in several. The growth of a 
peptic ulcer of the jejunum presents a very 
serious complication; even repeated opera- 
tions, employing very severe measures, are 
useless and patients finally succumb to the 
peptic ulcer. 

If we inquire into the causes of these 
ulcers, the high hydrochloric acid value of 
the gastric juice must be mentioned before 
all others. In some cases the patient had 
vascular disease, either an arteritis, an 
endarteritis, or a periarteritis. 

It may be that many peptic ulcers which 
are known to cause extensive tumor forma- 
tion and severe symptoms have led surgeons 
to think that cancer was present, and so the 
question of further operations has been laid 
aside. Great care in the after-treatment of 
cases may possibly go far in the prevention 
of the development of peptic ulcers. For a 
peptic ulcer which has already manifested 
itself, a total excision is the best treatment. 

For acute perforation the best method is 
immediate laparotomy with irrigation of the 
peritoneal cavity and closure of the orifice 
of the perforation. Whether  gastro- 
enterostomy should be done afterward de- 
pends on the situation of the ulcer and the 
general condition of the patient. If the 
patient is so weak that a gastroenterostomy 
is out of the question, and can eat nothing 
on account of the peritonitis being already 
far advanced, then jejunostomy is the 
simplest operation, as it makes it possible 
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to feed the patient immediately after the 
operation. 

In the other complication of ulcer which 
we fear so much, namely, hemorrhage, it is 
better not to operate. When the hemor- 
rhage is severe expectant treatment is the 
best, for it has repeatedly occurred at the 
operation that the bleeding point could not 
be found. This is one of the most hopeless 
situations in which a surgeon may find him- 
self, for the patient may die during the 
operation. On the other hand, it is sur- 
prising how much blood a patient may lose 
without dying. One can stop a good deal 
of hemorrhage with rest in bed, ice-bags to 
stomach, injections of gelatin, serum of 
horses, the administration of calcium lac- 
ticum. In hopeless cases we can make a 
trial of strong nitrate of silver, 1-in-100 
solution, for irrigation. In extreme cases 
jejunostomy should be performed, as one 
can give the stomach absolute rest and at 
the same time give the patient nourishment. 
If the hemorrhage has been severe but has 
stopped for the time being, one should 
operate at once before the hemorrhage re- 
commences. 

In typical stenosis of the pylorus, espe- 
cially in the case of a long-standing ulcer in 
which no new symptoms have occurred, 
gastroenterostomy is the operation to be 
selected. Sixty per cent of the cases of 
stricture of the pylorus are completely 
cured by gastroenterostomy, while in the 
cases of open ulcer gastroenterostomy is 
successful in only 41 per cent of cases. 
Among 334 gastroenterostomies for ulcer 
of the stomach and duodenum and its com- 
plications, seventeen deaths occurred. Of 
these, eight (nearly one-half) were caused 
by continued bleeding from the ulcer. 
Therefore, gastroenterostomy is not in all 
cases a complete protection against con- 
tinuance of the hemorrhage. 

Unilateral pyloric exclusion (which von 
Eiselsberg did first in 1894) offers the 
greatest security in dealing with ulcer and 
its complications. It should receive special 
consideration in cases in which the ulcer is 
still fresh and causing much pain, and 
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finally in cases of duodenal ulcer it seems 
to offer the best guarantee of stopping 
hemorrhage even though this guarantee is 
not a positive one. 

For ulcer situated at a distance from the 
pylorus simple gastroenterostomy is not so 
feasible as in cases of ulcer of the pylorus 
itself. Professor Clairmont was the first to 
show this from evidence collected at von 
Eiselsberg’s clinic. It offers only 34 per 
cent of successes as contrasted with 54 
per cent of successful cases of pyloric ulcer. 
Perhaps this can be partially explained in 
that an ulcer situated away from the 
pylorus produces fewer symptoms than one 
at the pylorus, and is therefore not recog- 
nized so soon and is not operated on till 
much later and in a far-advanced condition. 

High hydrochloric acid values of the 
gastric juice, by distinctly favoring the de- 
velopment of postoperative peptic ulcer, 
detract much from the value of gastro- 
enterostomy and exclusion. Whether, as it 
really seems, postoperative peptic ulcer ap- 
pears more readily after pyloric exclusion 
is not yet certain. He has done pyloric 
exclusion especially in the cases of duo- 
denal ulcer, when an ulcer appeared spon- 
taneously in the small intestine, so that the 
small intestine already seemed predisposed 
to the formation of an ulcer. 

The author has seen this postoperative 
peptic ulcer after operations performed by 
himself and his assistants in the hospital, 
and he has seen it as well in patients who 
had been operated on by other surgeons, so 
that the growth of such an ulcer cannot be 
attributed alone to his faulty technique. 
The danger of the formation of a peptic 
ulcer is especially apparent in cases in which 
gastroenterostomy was not strictly indi- 
cated. There are cases in which the history 
of the patient given by himself points to a 
gastric ulcer, but in which the signs of gas- 
tric ulcer are wanting at the laparotomy. 
There may perhaps be merely a relatively 
small stenosis of the pylorus, some ad- 
hesions or cicatricial tissue in the stomach. 
In former years it was more easy to decide 
on gastroenterostomy in such cases. One 
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regarded it as a safety-valve and also a 
prophylactic precaution against a stenosis 
that might occur later, and leave the patient 
in a more serious condition. It is certainly 
an advantage to remove the appendix at the 
time of any abdominal operation if it can 
be done easily. At the same time a gastro- 
enterostomy should be performed only 
when there are special indications and not 
in cases in which the stomach symptoms are 
not severe, perhaps depending solely on the 
history given by the patient. Since H. 
Braun made us familiar with the serious 
complication of postoperative peptic ulcer 
of the jejunum great care is necessary with 
reference to it. 

Among fifteen cases of postoperative 
peptic ulcers of the jejunum which the 
writer has seen following gastroenteros- 
tomies, some performed in his own clinic 
and some by other surgeons, a whole series 
of measures, some of them very compli- 
cated, were tried to reproduce normal con- 
ditions. Only one patient was cured, and 
four improved; three were unknown, two 
were unrelieved, five died. 

In cases of ulcer situated at a distance 
from the pylorus as well as in cases in 
which there is a high hydrochloric acid 
value, transverse resection seems the opera- 
tion of choice, as this of all other resections, 
as for instance extirpation methods, gives 
the best security against subsequent com- 
plications. It must be done wherever there 
is the least suspicion that the tumor under 
consideration may be of a malignant nature. 

Only in extreme cases, when other opera- 
tions are not feasible, jejunostomy may be 
considered, as has already been suggested 
in cases of perforated ulcer when the 
patient is so weak that he must be fed 
immediately after the operation. Jejunos- 
tomy makes it possible for nourishment to 
be given even on the operating table. 
Further, in cases of peptic ulcer in which 
for exceptional reasons excision is not 
possible, it is the easiest and most rapid of 
all operations for gastric ulcer, and above 
all it leaves the stomach undisturbed. As it 
has been done only in extreme cases one 
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cannot wonder that it has met with so little 
success and that noticeably so many cases 
of peritonitis have been associated with it. 

Von Eiselsberg lays down the following 
rules as to the choice of operation: Gastro- 
enterostomy is done whenever possible after 
the method of Hacker, retrocolica posterior 
with a quite short loop; or better said, with- 
out any length of bowel between the 
stomach and jejunum. The transverse 
mesocolon is found and an aperture is 
made in a part comparatively free from 
blood-vessels. Through this opening the 
stomach wall is pulled forward and then 
secured with a Doyen clamp at a place 
which is as near as possible to the greater 
curvature. The small intestine at the junc- 
tion of the duodenum and jejunum is 
brought to this spot and sutured. It is done 
in the typical way after Wolfler’s method: 
First, inner seromuscular suture; second, 
inner mucous suture; third, outer mucous 
suture; fourth, outer seromuscular suture; 
and then a few Lembert sutures added. It 
is of especial importance that the slit in the 
mesocolon should be properly sutured. 

In pyloric exclusion the stomach is 
divided between two Kocher clamps by a 
Paquelin cautery, and both proximal and 
distal ends are sewn by a continuous suture 
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while the clamps are on. After removal of 
the clamps a further suture beyond the first 
one is put in for safety. He lays great 
stress on the importance of the fact that in 
unilateral exclusion the nerves of the stump 
may be severed. This happens only when 
they are cut through and not when simply 
a band or fold of fascia is laid around. 

After transverse resection of the stomach 
one is always astonished how far the two 
cut ends of the stomach retract after re- 
moval of the central portion, and he fears 
that the transverse suture will not be pos- 
sible. However, it is easier than one would 
think. It is necessary when doing this 
operation to supplement the longitudinal 
incision in the abdominal wall with a 
transverse incision in order to get plenty of 
room. 

The technique of jejunostomy is espe- 
cially simple, and the method has not 
changed since von Eiselsberg described it 
in 1894. It is merely adopting the principle 
of Witzel, substituting jejunum for stom- 
ach. He emphasizes especially this point, 
that the catheter should not be introduced 
into the intestine at any point lying higher 
in the abdomen than the umbilicus; other- 
wise it may lead to a kinking of the intes- 
tinal loop. 
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A TExtT-B0oK ON INFECTION, IMMUNITY, AND SPE- 
ciric THERAPY. With Special Reference to 
Immunologic Technique. By John A. Kolmer, 
M.D., D.P.H. Illustrated. W. B. Saunders 
Company, Philadelphia, 1915. Price $6.00. 

In an octavo volume of 900 pages, con- 
taining 143 original illustrations, 43 of 
which are in colors, Dr. Kolmer, who is In- 
structor in Experimental Pathology in the 
University of Pennsylvania, has brought to- 
gether an immense amount of literature 
which has all of it developed within the last 
two decades, to all intents and purposes. 
His object has been to give practitioners 
and students of medicine an effective and 
concise account of our present knowledge 


regarding the manner in which the body 
may become infected, and the methods in 
turn by which organism serves to protect 
itself against infection, or strives to over- 
come the infection if it should occur. He 
has also endeavored to present practical ap- 
plications of this knowledge to the diagnosis, 
prevention, and treatment of disease. After 
going over the book we think that it can be 
truthfully stated that he has admirably suc- 
ceeded in these endeavors. Another one of 
his objects has been to give, to physicians 
engaged in laboratory work and special 
workers in this field, a book to serve as a 
guide to the various immunologic methods. 
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Last of all he has outlined a laboratory 
course of Experimental Infection and Im- 
munity for students of medicine and those 
specially interested in these branches. A 
great advantage of employing original illus- 
trations in connection with the author’s text 
is that they go hand in hand with the de- 
scriptions in much the same manner as they 
would be seen to go hand in hand were the 
reader actually working in the laboratory 
by the side of the author. The colored 
plates are unusually good, as are also the 
free-hand drawings. Copious references 
are given to standard articles which have 
gone to form the basic facts in our knowl- 
edge of the subjects described in the title 
of the book. 

We think that the American profession 
and Dr. Kolmer are to be congratulated 
upon the production of a volume which 
shows such an intimate knowledge of the 
subject, which separates the tares from the 
wheat so skilfully, and which so clearly de- 
scribes procedures which are essential for 
the acquirement of actual results in these 
departments of clinical and experimental 
work. 


DIAGNOSTIC AND THERAPEUTIC TECHNIQUE. A 
Manual of Practical Procedures Employed in 
Diagnosis and Treatment. By Albert S. Mor- 
tow, M.D. Illustrated. W. B. Saunders Com- 
pany, Philadelphia, 1915. Price $5.00. 

The first edition of Dr. Morrow’s book 
appeared four years ago, and the present 
edition has somewhat increased in size. As 
Dr. Morrow is a surgeon the trend of the 
volume is distinctly surgical rather than 
medical, but there are a great number of 
illustrations and instructions given as to 
minor surgical procedures which are con- 
stantly resorted to by the average medical 
clinician, as for example intravenous injec- 
tion, the various forms of local anesthesia, 
hypodermoclysis, spinal puncture, anesthet- 
ics, counter-irritants, the passage of the 
esophageal bougie and stomach tube, the use 
of urethral injections, bladder irrigations, 
and last of all various steps in minor gyn- 
ecology. This brief summarization of the 
scope of the volume gives a very accurate 
description of what it contains and also 
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gives a clear idea of its field of usefulness. 
It is essentially a working manual and de- 
serves all the popularity which has so far 
been accorded to it. 


DISEASES OF THE BRONCHI, LUNGS, AND PLEURA. 
By Frederick T. Lord, M.D. Illustrated. Lea 
& Febiger, Philadelphia, 1915. Price $5.00. 


Dr. Lord’s volume covers a little less than 
600 pages and, therefore, deals very thor- 
oughly with the diseases of the parts named 
on its title-page. Altogether it contains 36 
chapters. We notice in the chapter on lobar 
pneumonia that its infectivity is well rec- 
ognized, and there is a good summarization 
of the disease from the standpoint of its 
history. There are illustrations showing 
the microdrganism of the disease and asso- 
ciated microdrganisms. Naturally this 
chapter is one of the most important in the 
book, and, like many of the other chapters, 
is accompanied by profuse references to the 
literature covering this subject. We are 
glad to notice that in the treatment of pneu- 
monia the author condemns the use of anti- 
pyretic drugs and advocates sponging with 
cool water. We are also glad that he em- 
phasizes the fact that cardiac weakness is 
but one feature of the general effect of the 
disease on vital organs of the body. Taking 
it all in all the advice which he gives is sane, 
cautious, and worthy of being followed. It 
is evident that the author fully appreciates 
the fact that no measure as yet introduced 
has any specific value. In the chapter on 
bronchial asthma we are also interested to 
note that the author considers that residence 
in the city is often better than in the coun- 
try. In this respect his experience agrees 
with our own. The rest of the chapter de- 
voted to treatment, however, is not as full 
as it might be, although much information 
is given in regard to the various methods 
of relief during the attack. The statement 
that morphine is the most valuable remedy 
for an attack of asthma, and that adrenalin 
acts well in some cases, seems to us to be a 
reversal of the proper method of express- 
ing the matter. In our experience a hypo- 
dermic injection of 10 minims of adrenalin 
causes relief more promptly in a large num- 
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ber of cases than does an injection of mor- 
phine and is not followed by any of the dis- 
agreeable after-effects, as constipation and 
nausea, which are so constantly induced by 
the alkaloids of opium or opium itself. 


DissEcTION METHODS AND GuidEs. By David 
Gregg Metheny, M.D., L.R.C.P., L.R.C.S. II- 
lustrated. W. B. Saunders Company, Phila- 
delphia, 1914. Price $1.25. 

In the index we are told that this book 
is intended to bridge the gap that exists be- 
tween the dissection text-book and the dis- 
section table. For over fifty years various 
teachers of anatomy have prepared some- 
what similar volumes, some of them of con- 
siderably greater size than the one before 
us, which covers only 131 pages, and which 
has a table of contents but no index. The 
present volume is without doubt distinctly 
a dissecting-room manual. It tells the stu- 
dent how to prepare for a given dissection, 
how to make it, and what he will see and 
feel when he does make it. In its place it 
can be most cordially commended. The au- 
thor himself would be among the first to 
point out that it is not intended in any way 
to take the place of even the smaller text- 
books dealing with the subject of anatomy. 


THE Nervous SySTEM AND ITS CONSERVATION. 
By Percy Goldthwait Stiles. W. B. Saunders 
Company, Philadelphia, 1914. Price $1.25. 
As the title-page of this little book does 

not indicate that its author is a doctor of 

medicine, but is the Instructor in Physiology 
and Personal Hygiene in the Massachusetts 

Institute of Technology, we presume that 

this volume is written almost as much for 

the instruction of laymen as it is for med- 

ical men. To be frank, we are a little at a 

loss to determine the exact class of readers 

for which it is intended. 

After a preliminary chapter dealing with 
Minute Anatomy of the Nervous Tissues 
and with their Physiology, the last six chap- 
ters deal with Emotion, Sleep, Dreams, 
Causes of Nervous Impairment, Neuras- 
thenia, and Some Matters of General Hy- 
giene. The book is rather an essay on the 
part of one who has devoted considerable 
attention to the conservation of nervous en- 
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ergy than one which can be used by the 
practitioner as a work of reference, or by 
the student as a text-book. 


A Laporatory MANUAL AND TEXT-BOOK OF EM- 
BRYOLOGY. By Charles W. Prentiss, A.M., 
Ph.D. Copiously illustrated. W. B. Saunders 
Co., Philadelphia, 1915. Price $3.75. 

When the statement is made that in 388 
pages of text there are included 368 illus- 
trations, many of them colored, it will be 
clear that the term, copiously illustrated, is 
correctly applied to this volume, which bids 
fair to become popular in biological and 
medical schools because of the excellent 
manner in which the author has presented 
his subject and the clear type and heavy 
leading which have been used by the pub- 
lisher so that reading the volume is a matter 
of ease. The student and physician are led 
step by step from the earliest stage of the 
impregnated ovum to the development of 
the various organs in the well-developed 
fetus, and in doing this, of course, much is 
said about the embryology of the chick and 
other lower animals. 


INFANT FEEDING. Its Principles and Practice. By 
F. L. Wachenheim, M.D. Lea & Febiger, 
Philadelphia, 1915. Price $2.00. 

The very great importance of infant 
feeding, both from the standpoint of the in- 
dividual and from the standpoint of the 
preservation of the race, has been recog- 
nized more and more within recent years, 
so that at the present time not only the 
medical profession but the laity are very 
much alive to the advances made in this 
subject. There are already upon the mar- 
ket a number of excellent books which give 
adequate advice to the general practitioner, 
the nurse, and the mother as to how food 
for infants should be prepared. In the 
present volume the author has attempted to 
knit together the information to be gleaned 
from the literature on the subject and his 
own personal experience. He emphasizes 
the fact that the average infant possesses a 
stomach which can hold more than is gen- 
erally thought, but, most important, he con- 
cludes that even in cases of the worst di- 
gestive derangement the only safe pro- 
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cedure is to keep the child at the breast 
rather than to introduce artificial feeding. 
Possibly of equal importance is his conclu- 
sion that the so-called “top milk” method is 
inaccurate and that the so-called percentage 
method of estimating and preparing cow’s 
milk is equally faulty. He rather advocates 
the method of simple dilutions, which, after 
all, has been found efficacious by thousands 
of practitioners for many years. We are 
interested to note that he condemns the use 
of sodium citrate, but thinks that potassium 
carbonate is the best alkaline substance to 
prevent undue curdling. In the latter part 
of the volume disorders of metabolism, 
rickets, scurvy, and conditions arising from 
faulty feeding are briefly considered. Im- 
mediately preceding the index there is quite 
an exhaustive bibliography of the literature 
of infant feeding, which covers the best of 
the literature to be found amongst civilized 
peoples. 


THE THERAPEUTIC GAZETTE. 





CasE HISTORIES IN OBSTETRICS. 


By Robert L. 
De Normandie, A.B., M.D. W. M. Leonard, 
Boston, 1914. 


The virtue of a book which details clin- 
ical histories resides in the fact that it fills 
probably the most acute desire of the med- 
ical practitioner, namely, to hear from a 
colleague the facts which go to make up a 
clinical experience with a given case. ' Gen- 
eralizations such as one gets from the usual 
paper or text-book usually depreciate in 
value when one comes face to face with an 
actual case. The book under consideration 
sets forth in the most minute and helpful 
detail cases illustrating such practical sub- 
jects in obstetrics as Diagnosis, Miscarriage, 
Forceps, Breech Delivery, Prolapse of the 
Cord, Nausea and Vomiting of Pregnancy, 
and various others. There are no pictures, 
nor are these required in such a book; the 
mechanical features of the work are good 
enough and are such as to correspond with 
its price. 
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LONDON LETTER. 





BY J. CHARLTON BRISCOE, M.D. 





At the beginning of the year there is still 
a dearth of any interesting medical news. 
As I indicated before, the meetings of socie- 
ties are cut down to the minimum and there 
are practically no papers or original work 
being communicated. All round there seems 
to be less illness than usual in the winter 
months, though during the last fortnight, 
with inclement weather, there has been a 
slight epidemic of colds and so forth. The 
whole interest of the nation is concentrated 
on the news from the Continent. 

A larger number of soldiers are being re- 
turned from the front than during the pre- 
vious two or three months. The marked 
difference is very noticeable, in that the ma- 
jority of cases are not wounds, the increase 
being due to such conditions as rheumatism, 
which generally includes vague pains and 


is not rheumatic fever, and conditions 
caused by cold, being chiefly frost-bite. 
Evidently the soldiers are being relieved 
from trench work more frequently than for- 
merly, as we are not getting serious cases 
of the condition in which gangrene is pres- 
ent. Most of the cases are very slight, and 
with a week’s rest and general treatment 
get perfectly well and are discharged from 
hospital. They are then allowed to go home 
for a few days before rejoining their units 
abroad. 

The antivaccinationists have been very 
energetic in a propaganda against the use of 
typhoid vaccine as a preventive measure. 
This has called forth several letters in the 
leading papers from the heads of the pro- 
fession advocating and urging such vaccina- 
tion. Apparently by a mistake, a week or 
two ago these faddists succeeded in getting 
a whole page in Punch, for which I am 
given to understand the editor has apolo- 
gized profusely to the public, stating that 
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he is a firm believer in the value of the 
measure. It is a pity that this society 
should not restrain itself at this time. 

It will be remembered that a number of 
strikes collapsed or were settled immedi- 
ately during the early weeks of August, and 
it is greatly to the credit of the suffragettes 
that they have also abandoned their pro- 
gramme for the present and have turned to 
and done useful work in connection with 
relief societies and so forth. 

There is nothing much to note in the gen- 
eral appearance of the city at the present 
time, except that more soldiers are seen 
about than usual. Their presence is es- 
pecially marked at week-ends, when a good 
deal of leave is given for men to go home 
and see their people, returning to duty early 
on Monday morning. The precautions with 
regard to the lighting of the streets and 
drawing down of blinds in the railway car- 
riages are still carried out without any re- 
laxation. On the second Sunday in Janu- 
ary it was very obvious that there was some 
scare owing to the fact that the streets were 
almost entirely in darkness and the special 
constables were all called to their posts. 
Subsequently we heard that enemy air craft 
had been observed over our coasts, and it 
was thought that they might attempt an‘ at- 
tack on London. Such, however, did not 
take place. The populace seem to be quite 
accustomed to the idea and are not much 
alarmed, and think that there will be an 
attempt, whether successful or not, at bom- 
bardment of London. We are not per- 
turbed, and having once grown accustomed 
to the idea it is more a matter of interest 
than alarm. Since the last attack on the 
east coast in the third week in January, the 
rate of insurance against air-craft damage 
and fire resulting from it has risen consid- 
erably, and is now quoted at even as high a 
figure as £1 per cent. It appears to the 
writer that some company from a neutral 
country might have done very good business 
in this line had they started earlier. Small 
amounts are protected by some of the news- 
papers, otherwise the rate seems far too 
high to be generally taken up, and there is 
a prevalent notion that the government will 
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reimburse anybody who suffers damage in 
respect of bombs. 

A fresh batch of Belgian refugees was 
received into the country during the past 
three weeks and has been successfully dis- 
posed of. I am given to understand that a 
number of them are suffering from an epi- 
demic of measles, whether imported by 
them or acquired in this country I do not 
know. In connection with this disease, it is 
reported that some of our Highland regi- 
ments which have come from such parts in 
the north where measles is infrequent have 
been suffering in the same way over in 
France. Typhoid fever seems to have been 
escaped fairly largely by our troops, and in 
one hospital in France with upwards of 
eight hundred beds there had been less than 
twenty cases since the commencement of the 
war. This in itself is a very satisfactory 
point. 

There has been considerable agitation in 
the papers with the object of learning the 
number of recruits who have recently 
joined the army, but the authorities are very 
wisely refraining from publishing any ac- 
curate statistics. As far as can be gathered 
in conversation from different parts of the 
country, recruiting is going very satisfac- 
torily, and in some areas is brisker than it 
was in August. The pay for dependence is 
quite good and compares favorably with the 
usual wage. In certain manufacturing dis- 
tricts in which articles are produced which 
are not immediately required by the public, 
the factories closed down and a large pro- 
portion of the hands joined the army. In 
certain parts of Staffordshire, for instance, 
the factories which produce cheap earthen- 
ware articles are running at full time, 
whereas their neighbors who produce a bet- 
ter class article have closed, and it is from 
the latter that a large number of men would 
be recruited. Similarly it may be expected 
that at the conclusion of extensive War 
Office contracts for various articles of 
equipment, producing factories will close 
down or go on half-time, and a large num- 
ber of men will then offer themselves for 
service. There will thus be a more or less 
continuous stream of new recruits. From 
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the country districts complaints are already 
heard that there is likely to be a shortage of 
labor. Woman labor in the fields seems to 
have gone out over a large part of the coun- 
try, but there will now be an opportunity 
for a return to the condition which existed 
in previous years. Ten or fifteen years ago 
when I was in Germany it was quite re- 
markable to observe that nearly all the labor 
in the fields was performed by women, and 
there is really no reason why this country 
should not adopt a similar practice. I can 
remember very well twenty years ago see- 
ing women working in the fields with the 
hoe or assisting with the cutting of corn 
even in England, and children were em- 
ployed in removing stones from the land. 
Latterly, at all events in the part of the 
country I am speaking about, I have seen 
no laborers of this type. There was a quaint 
custom as regards gleaning in those days. If 
you were walking along the road you might 
sometimes come across a group of ten or 
twenty women waiting at the gate of a field 
from which the corn had recently been 
carted. They were waiting for the gleaning 
bell, which was sounded from the church 
steeple, announcing that the gleaning might 
begin. Similarly, a bell rang in the evening 
for the gleaning to stop. As far as I re- 
member the hours were roughly between 
eleven and five o’clock. Each of these 
women could usually collect a couple of 
bushels of corn heads during that time, and 
in the evening they were to be seen going 
home with the proceeds of the day wrapped 
in a cloth and carried on their heads. This 
custom has also died out, which is I suppose 
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to be attributed to the introduction of ma- 
chines of the hay-raking type, which as a 
rule leave very little behind them for any- 
body. ; 

I heard an interesting story the other day 
of one of the recruits who, after a few 
weeks’ training, had been dismissed as not 
being physically fit. He came to the out- 
patient department of a hospital, and on 
examination of his chest he was found to 
have numerous rales and rhonci, but not 
to be ill in himself. He stated he had been 
suffering from bronchitis for more than a 
week, and when asked if he could account 
for it he said he thought it was due to the 
following circumstances: He had been 
billeted with three other men in the crowded 
part of the East End of London, and had 
himself had to sleep with the owner of the 
house, who was not a cleanly person. He 
had then become verminous. After being 
in this condition for a fortnight he reported 
himself to the regimental medical officer, 
who confirmed the diagnosis, and he told 
him he was to have a hot bath, during which 
time his clothes would be stoved. The boy 
began the treatment with a hot bath in a 
room by himself, his clothes being removed 
for treatment. Somehow it happened that 
the man who took away the clothes forgot 
to return them to the boy, and he, com- 
pletely imbued with military discipline, 
stayed in the bath without any further ad- 
dition of hot water for two hours, at the 
end of which time he started to cough, and 
he developed the bronchitis for which he 
was dismissed. I cannot vouch for the 
truth of this, but it seems feasible. 














